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INDIVIDUALITY IN MEDICINE 


HARVEIAN ORATION DELIVERED BEFORE THE ROY AL COLLEGE OF PHYSICIANS 
ON OCTOBER 18, 1949 


BY 


GEOFFREY MARSHALL, M.D.Lond., F.R.C.P. 
Consulting Physician to Guy’s Hospital ; Physician to Brompton Hospital for Diseases of the Chest 


My Lord President and Fellows, 

I have to thank you for the great honour which is mine 
in being entrusted with the delivery of the annual Oration, 
the two hundred and thirtieth to be given since the series 
was instituted by William Harvey’s gift to the College in 
1656. As you know, he directed that the Oration should 
be made in Latin, and should include a commemoration of 
all the Benefactors of the said College by name. With the 
passage of nearly three hundred years, good and practical 
reasons have been found for disobeying the strict letter of 
the terms of the Gift. I should add little to the dignity 
of this College if I attempted to address you in Latin, 
and I should like to pay tribute to the magnanimity of 
Dr. Alexander Sutherland, who, while giving the Oration 
in Latin in 1863, suggested that his successors might be 
allowed to address the College in English. 


Benefactors 


It is no longer the custom to commemorate all the 
Benefactors of the College by name and to record par- 
ticulars of their benefactions, for the honourable reason 
that the list has become too long. I have pleasure, how- 
ever, in recording a very recent benefaction, most appro- 
priate to be commemorated in this Address. It is that of 
Dr. Ernest Christison Carter, who, being the senior member 
of this College, has presented the sum of one thousand 
pounds “to the end that friendship between members of 
the College may be continued and maintained, for the 
entertainment of distinguished guests from other countries, 
and if the Treasurer laid down some Port, that the health 
of the Senior Member should be drunk at one of the 
College Dinners.” 

William Harvey 


Harvey bids us to search and study out the secrets of 
Nature by way of experiment ; and also, for the honour of 
the profession, to continue in mutual love and affection 
among ourselves. 

In these things Harvey was the great exemplar. When 
he was appointed Lumleian lecturer on anatomy in this 
College in 1615, there had been no notable advance in 
medicine for a thousand years. For political reasons the 
subject was confined within the orderly system formulated 
by Galen, and study consisted largely of disputation on the 
applications of this authoritarian creed. Unorthodoxy was 
punished by the civil power, as is happening now in a 
great territory governed by a union of republics. 


A sidelight on Harvey’s independence of mind and prefer- 
ence for personal observation is afforded by his discussion 
of the escape of the chick from the egg. First he quotes 
Hippocrates and his own teacher Fabricius of Padua. The 
latter had written: 


“ The chick wants air sooner than food, for it has still some 
store of nourishment within it; in which case the chick by 
his chirping gives a sign to his mother of the necessity of 
breaking the shell, which he himself cannot accomplish by 
reason of the hardness of the shell and the softness of his 
beak. The chick, nevertheless, is already so strong, and the 
cavity in the egg so ample, and the air contained within it so 
abundant, that the breathing becomes free and the creature can 
emit the sounds that are proper to it. These can be readily 
heard by a bystander, and were recognized by both Pliny and 
Aristotle, and perchance have something of a petition in their 
tone. For the hen, hearing the chirping of the chick within 

. She breaks the shell. The chirping of the chick is conse- 
quently the first and principal indication of the creature desir- 
ing to make its escape and of its requiring air. This the hen 
perceives so nicely, that if she hears the chirping to be low 
and internal, she straightway turns the egg over with her feet, 
that she may break the shell at the place whence the voice 
proceeds without detriment to the chick.” 


Harvey comments, “ All this is stated pleasantly and well 
by Fabricius ; but there is nothing of solid reason in the 
tale. I have found by experience that it is the chick himself 
and not the hen that breaks open the shell. I have further 
seen the chick raise up the top of the shell upon his head 
and remove it.” So Harvey demolished an ancient fallacy 
by the simple method of observation ; but he did it with 
gentle urbanity, a quality which we find in the exposition 
of his great discovery of the circulation of the blood. He 
deprecates harsh criticism of opponents in a field in which, 
as he says, “all have laboured well.” His courtesy to 
opponents and his good humour were proof against many 
provocations. Physician to King Charles I, he received 
friendship and aid in his researches from his royal patient. 
While attending the King at Nottingham on the outbreak 
of the Civil War Harvey’s lodgings in London were entered 
by a mob of citizen-soldiers. He writes: 

“This is the cause of my sorrow: Whilst in attendance on 
the King during our late troubles and more than civil wars, not 
only with the permission but by the command of Parliament, 
certain rapacious hands not only stripped my house of all its 
furniture, but what is a subject of far greater regret to me, my 
enemies abstracted from my museum the fruits of many years 
of toil. Whence it has come to pass that many observations, 
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particularly on the generation of insects, have perished with 
detriment, I venture to say, to the republic of letters.” 


His exclamation does not seem over-emphatic: “ Let 
gentle minds forgive me, if recalling the irreparable injuries 
I have suffered, I here give vent to a sigh.” 

At the end of the Civil War Harvey returned to London 
and we know that he attended meetings of this College. 
Here he must have encountered Fellows who had taken a 
prominent part with the Parliamentary Forces, and it is 
surely to his credit and to that of the College as a whole 
that no record of discourtesies or ill-natured repercussions 
can be discovered. Should we perhaps give special heed to 
this dignified tradition in a time of social change ?_ Fortu- 
nately there is now no deadly civil war, but rapid changes 
in the relation of the individual to the State are not accom- 
plished without injustice and resentment. 

In 1654 Harvey was unanimously elected President of 
this College, an honour which he modestly declined. He 
had held the Lumleian lectureship for forty-one years, and 
seems to have discharged its duties with as much regularity 
as the times and his travels would allow. We hear of no 
complaints by the authorities of the College, but his 
absences caused uneasiness to some of his colleagues at 
St. Bartholomew’s. He had been appointed physician to 
that hospital in 1609, and at a meeting of the Court of the 
hospital held on Sunday, January 19, 1633, inquiry was 
made into “a complaint of some of the chirurgeons of 
this hospital that whereas Doctor Harvey physician for 
the poor of the said hospital by reason of his attendance 
on the King’s Majesty cannot so constantly be present with 
the poor as heretofore he hath been ; but sometimes doth 
appoint his deputy for the same.” The difficulty was 
resolved, and the Governors.of the Hospital seem to have 
treated Harvey with consideration and respect. 


In 1628 was published his book on The Motion of the - 


Heart and Blood, which liberated medicine from the 
Dart Ages and set it on the path of progress which it has 
travelled ever since. The incontrovertible evidence with 
which he supports the validity of his discovery is based 
partly on anatomical dissection, partly on experiments on 
living animals, and partly on clinical observation. With 
regard to the latter, he quotes many illustrative cases of 
circulatory disease met with among his private patients and 
among the sick poor whom he attended at St. Bartholomew’s 
Hospital. 
British Hospitals 

* Let us review briefly the provision of hospitals in this 
country before and since Harvey’s time. While medicine 
was dominated by the Church, under the Saxons and 
Normans, many hospitals were founded ; we have written 
records of over eight hundred, and the majority of them 
survived to Tudor times. In 1534, Henry ,VIII broke with 
the Pope and soon set about the suppression of the religious 
houses. A statute of 1545 alleges that “governors and 
wardens of hospitals, or the greatest number of them, did 
not exercise due authority and expend the revenues in alms 
according to the foundation.” The object of the Act was 
“to bring them into a more decent and convenient order.” 
At the same time assurance was given that the King would 
not suffer “ poor and miserable people to be unrelieved.” 
Political propaganda is no new thing. Poor and miserable 
people did go unrelieved, for the hospitals were closed and 
deserted. Pressure by the citizens of London led in 
due course to the reopening of St. Bartholomew’s and 
St. Thomas’s, but these seem to have been the only two 
hospitals in London in Harvey’s time, apart from St. Mary’s 
of Bethlehem for the insane. In other parts of the country 


there were only a few vestiges of the old foundations, jy 
renascence of hospital establishment occurred until the 
eighteenth century, but then the movement grew and 
flourished. In quick succession came the Westminster 
Guy's, St. George’s, the London, the Royal Infirmary jg 
Edinburgh, and similar institutions in all the larger cities 
By the end of the eighteenth century some forty important 
hospitals had b tablished d i 

pitals Nad been established, and in recent years the 
number of voluntary hospitals exceeded nine hundred. 

These hospitals were not of equal size or merit. The 
were diverse in tradition, function, and administration 
They were born and. grew according to the need and the 
enterprise of the community, but they had certain features 
in common. They were modelled on the ancient founda- 
tions which had so well stood the test of centuries 
They were governed by a group of laymen, usually men 
and women of proved ability and integrity, known and 
respected for their achievements in their own walks of 
life. They worked without fee or reward. In partnership 
with them was a medical staff, visiting or honorary, who 
received a token or peppercorn stipend, sufficient perhaps 
to pay their travelling expenses between home and hos. 
pital. The medical staff were responsible for the investi. 
gation and treatment of the patients allotted to them, and 
every member of this visiting staff was a member of the 
medical committee of the hospital. This committee advised 
the lay governors on all matters within their competence, 
and the govefnors referred to them all questions having 
a direct bearing on the medical and surgical work of the 
hospital. To quote from Harvey’s great contemporary, 
Shakespeare, “I tell you that which you yourselves do 
know,” and I hope that I shall not outwear your patience. 

Appointments to the staff of the hospital were made by 
the governors, but in fact they depended on election by 
their colleagues acting in concert, of recent years with the 
help of external referees or assessors. I know of no other 
method so free of fear or favour, or which has given rise 
to fewer wrong decisions. The medical committees have 
advised the governors, in particular, concerning improve- 
ments in hospital equipment and accommodation required 
to make available to the patients the advances in medical 
science. It has been a point of honour with the medical 
committees to refrain from unreasonable demands, and it 
has been the constant endeavour of the lay governors to 
keep their hospital in the highest state of efficiency. Many 
of them have set an inspiring example of unselfish service, 
and out of this has grown a living corporate spirit in the 
voluntary hospitals. Their independence of central authority 
gave them individual character, vitality, and adaptability. 
They were institutions in which men and women were proud 
to work for no proportionate financial reward. 

The service given by the voluntary hospitals to the public 
and to humanity in general has been no mean contribution. 
For many years in co-operation with the general practi- 
tioners they undertook the care of the poor in most cases 
of acute illness and severe injury. 

In association with the universities they have been respon- 
sible for medical education. At first the students’ fees 
went to the physicians and surgeons who taught in the 
wards and theatres, and the rewards were very high indeed 
by our standards. On the organization of medical schools, 
the clinicians gave up the major part, and in some hos- 
pitals the whole, of their teaching fees in order to finance 
the building, equipment, and staffing of the departments for 
preclinical teaching. . 

The increasing demand for hospital service, and its con- 
tinuous elaboration, may be traced more or less directly 
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to Harvey’s awakening of medicine from its long sleep. As 
a combined clinician and investigator he had worthy suc- 
cessors. Sydenham’s work on fevers opened men’s minds 
to the conception of specific infections. John Hunter estab- 
lished the principles of research in physiology and surgery. 
Edward Jenner laid the foundation-stone of immunology: 
a statue in Boulogne records his landing there to introduce 
vaccination into France at a time when our two countries 
were at war. Addison demonstrated the nature of per- 
nicious anaemia, and with his description of the effects of 
disease of the suprarenals was a pioneer in the study of the 
ductless glands. Accurate knowledge of kidney disease 
dates from Bright. Anaesthesia was made practicable by 
Simpson, and all the great advances of surgery stem from 
Lister. Patrick Manson is known as the father of tropical 
medicine. Similar advances continue in our own time : 
those of Mott in mental disease, Mackenzie and Lewis in 
diseases of the heart, Gowland Hopkins and the Mellanbys 
in vitamins, Fleming and Florey in antibiotics. Medicine 
is not national and cannot flourish when confined ; but 
we have a right to be proud of our share in fundamental 
discoveries, and most, if not all, of these workers were 
products of our voluntary hospitals. 

Increasing elaboration of the methods of investigation 
and treatment necessitated the establishment of special 
departments, and at the same time attracted increasing 
numbers of patients to the hospitals, so that the visiting 
staffs had to cope with a vast free consulting service, which 
grew more rapidly after the passage of the Insurance Act. 
The cost in new building and equipment was heavy, but 
the hospitals expanded to meet the new requirements, draw- 
ing aid from the King’s Fund and from contributory 
schemes. 

Florence Nightingale 


No individual has done more for the improvement of 


‘our hospitals and for the efficient and humane practice 


of medicine and surgery than Florence Nightingale. Her 
establishment of a training institute for nurses at St. Thomas’s 
Hospital in 1859 led to the setting up of similar schools 
in all the large hospitals of this country. We may be 
thankful that we work under conditions revolutionized by 
her vision and determination. The nurses, doubly inspired 
by their foundress and by the corporate tradition of the 
various institutions in which they worked, raised our hos- 
pitals to a new excellence. Sir Henry Burdett, author of 
that standard work Hospitals and Asylums of the 
World, and originator of King Edward’s Hospital Fund, 
did not hesitate to criticize those of our hospitals which 
he found inefficient. Influenced, perhaps, by his memories 
of Florence Nightingale’s exposures of “ officialism” in 
her reformation of the military hospitals in the Crimea, 
he wrote: 

“ Anything more opposed to the best interests of the people 
than the substitution of State hospitals for the voluntary hospi- 
tals as they at present exist cannot be imagined. .. . We 
believe and hope therefore that the day is far distant when 
any serious effort will be made to substitute State hospitals 
for the noble medical charities which are at one and the same 
time the wonder of foreigners and the just glory and pride of 
the British nation.” 

Burdett was writing in 1900, a time made distant by great 
changes in the history of nations. 

Florence Nightingale accomplished other reforms besides 
the reorganization of hospitals in the Crimea and the wide- 
spread establishment of training schools for nurses. Illness 
now confined her to bed for the rest of her life, but she 
kept in touch with many of the nurses who had been trained 
in her institute at St. Thomas’s. One of them wrote to her 


from the Workhouse Infirmary at Liverpool and described 
the conditions in which the patients wore the same shirts 
for seven weeks and bedclothes were not washed for 
months. Such information as this she used to persuade the 
authorities to draft the Act of 1867 which separated the 
Poor Law infirmaries from the workhouse and provided 
them with resident medical superintendents. This was not 
all she wanted, and she said, “ This is a beginning ; we shall 
get more in time.” In 1929 these institutions became the 
responsibility of the county and county borough authorities, 
since when many of them have attained a very high 
standard. 

The Impact of War 


In the recent war the voluntary hospitals were integrated 
with those of the local authorities, and a friendly partner- 
ship was in most cases established. They were placed under 
an Emergency Medicai Service, and had an instructive 
experience of centralized control in an attenuated form. 
They learned something of its benefits and drawbacks, and 
minimized the latter by their traditional adaptability, especi- 
ally in misinterpreting regulations and instructions which 
would have prevented efficient and humane treatment of 
their patients. 

The hospitals in London were instructed to lock their 
gates when aerial bombardment was heavy, in order to 
prevent the breaking in of panic-stricken mobs. To the 
best of my knowledge only one hospital was mobbed. 
When heavy bombs struck the main block and destroyed 
both lift shafts and staircases a message was shouted from 
street to street that “ Guy’s is afire,” and the men of 
Bermondsey and Southwark came out of their cellars and 
shelters in their hundreds and helped to carry the patients 
down the outside of the stricken building. “a 

There was a great discrepancy in the efficiency of the hos- 
pital services provided by the different county authorities. 
Some were admirable and others miserably incompetent. 
Their responsibilities and obligations were heavy: one of 
the most troublesome was the provision of adequate and 
efficient institutional accommodation for those suffering 
from pulmonary tuberculosis. 

In the good areas a patient urgently requiring admission 
would be taken into hospital within twenty-four hours, and 
the average period of waiting for a sanatorium vacancy for 
less acute cases did not exceed four weeks. On the out- 
break of war a large proportion of the beds in tuber- 
culosis institutions were emptied for the service of war 
casualties. A central administration which had failed to 
prepare for war thus repeated the mistakes of 1914. The 
premature return of infectious patients to their homes was 
followed by a steep rise in the tuberculosis rate, and there 
was a spectacular increase in child deaths from tuberculous 
meningitis. The hospital service for tuberculosis has not 
yet recovered from the disorganization resulting from this 
expropriation. Five thousand of its beds are still closed for 
want of staff. Patients in urgent need of treatment must 
wait from six to twelve months for admission to sanatoria 
or even to hospitals. Patients are lying in their homes 
begging for the treatment which can only be given in 
hospital, and which cannot be obtained until it is too late. 
Is there a Tudor echo in the recent assurance that the 
patients shall not suffer ? 


Ministry of Health 


The Ministry of Health dates from 1919, and already 
has a distinguished record in preventive medicine. In the 
recent war it administered the Emergency Medical Service 
and so undertook responsibility for the treatment of 
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patients in many different types of hospitals. Experience 
so gained suggested the advisability of perpetuating the 
control, especially as it was said that the increasing cost 
of hospital maintenance and the heavy taxation of those 
who had heretofore financed the voluntary hospitals would 
make it impossible for them to survive on a voluntary basis. 
Lord Dawson’s scheme for reorganization of the medical 
services, published in 1920, was revived and transfigured 
in the Beveridge Report. When the latter was published, 
it seemed to some of us that insufficient attention had been 
paid to the essentials which stimulate individuals and 
institutions to strive for progress in the science and practice 
of our galling. By memorandum and by word of mouth 
we rend a former Minister of Health of the work 
of Florénce Nightingale. We even suggested that this plan 
might undo some of the work that she had done, and that 
nurses might not care to work under such a scheme. We 
received no more encouragement than we expected. 
Others explained to us that Government money would be 
used, and that he who pays the piper calls the tune. This 
seemed to us an over-simplification : if each individual had 
his own piper he might get the tune he desired. In this 
case we are all paying the piper. Under a central authority 
there are millions who pay, and there is only one piper, 
remote in his office. Many of us call for different tunes. 
The piper has not the music for all the tunes, and some 
of them are unfamiliar to him. In the end, the piper is 
apt to play the tune which comes most easily to him, the 
one that suits his pipe. 


State Hospitals 

Our hospitals are now State hospitals : let us see to it that 
the change is not so disastrous as Sir Henry Burdett feared. 
We have inherited a splendid tradition from our great pre- 
decessors. Tradition grows like a tree, gathering strength 
by degrees ; but even a mighty tree can be cut down in a 
few hours. The tradition of the teaching hospitals is 
being respected; they are being allowed to keep their 
constitution and character. They still have boards of 
governors ; but there is cause for regret that some of the 
most outstanding members of these boards, individuals of 
special distinction in the recent history of the voluntary 
hospitals, should have been superseded in the general 
reorganization. 

Some of the other hospitals seem to be faring less well. 
Fifty thousand beds are out of service, largely, we are 
told, for lack of trained nurses. Some of the smaller volun- 
tary hospitals have been closed. The character of others 
is undergoing a change. A recent official communication 
informs us that a hospital for pulmonary disease some sixty 
miles from London will no longer include consulting physi- 
cians on its staff. Weare given to understand that, though 
their visits might be desirable, they cannot be fitted into 
the administrative pattern set by an Act of Parliament. 
We hear rumours of plans to standardize the design and 
limit the variety of instruments and chemical preparations 
used in the treatment of patients. 

There are bound to be difficulties at the inception of a 
new service, and it is easy to criticize. We are here to 
help and not to hinder, but we shall do less than our duty 
if we fail to call attention in good time to inadvertences 
which tend to destroy the will of the individual to serve 
the community. The progress of medicine and the develop- 
ment of our hospitals have resulted from freedom and 
diversity, not from standardization and conformity. 

With due humility let us ask that administrative depart- 
ments of Government when taking over the control of our 
hospitals shall themselves absorb something of the spirit 


ts, 


and tradition which has made them live and grow. 
who serve the sick cannot give of their best unless 
possess the sense of urgency and personal responsibjj: 
If Government control is to be beneficial to the hospite, 
there must be a new spirit in the ministries. There ne 
a need for more effective co-ordination between Govern 
ment departments, and a stronger determination:tg avoid 
enmeshing themselves and us in a web of regulations and 
restraints. We would urge them to consider whether 
multiplicity of committees may not be a hindrance to th P 
who are striving to heal the sick. — 

I have strayed far from the course indicated by Harye 
for the guidance of those who were to deliver the Oration 
so make amends by reminding you again of his exhortation 
that we should search and study out the secrets of Nature 
by way of experiment ; and also, for the honour of the pro- 
fession, continue in mutual love and affection among 
ourselves. 
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I. P. PAVLOV* 


BY 


J. KONORSKI, M.D. 


Head of the Department of Neurophysiology, Nencki Institute 
of Experimental Biology, Lodz, Poland 


It is both a great privilege and a great pleasure to take 
part in the centenary commemoration of the outstanding 
Russian physiologist Ivan Petrovich Pavlov. It is also a 
privilege to revive the memory of my work with this great 
scientist—work which, though now belonging to the past, 
I always recall with great affection. 

I shall try first to survey briefly Pavlov’s work and its 
significance for modern science, and then to give personal 
reminiscences of my association with him. I shall not deal 
here with the first phase of his work, which was devoted to 
the physiology of digestion and which alone was already 
sufficient to establish his permanent reputation, but with 
the second phase, in which he created a new branch of 
physiology—namely, the physiology of higher nervous 
activity. 

To begin with, take a look at the study of physiology 
of the central nervous system at the stage it had reached 
by the turn of the century—that is, at the time when Pavlov 
was beginning his work. The rapid development of neuro- 
physiology in the second half of the nineteenth century, 
achieved by physiologists and clinical workers such as 
Flourens, Hitzig and Fritsch, Ferrier, Goltz, Sherrington, 
Hughlings Jackson, Broca—to mention only the most out- 
standing ones—led to the establishment beyond doubt of 
the fact that mental processes depend on the function of 
the brain, more particularly of its highest and most com- 
plex part, the cerebral cortex. This does not mean that 
this fact had not been recognized earlier, but the research 
carried out by the scientists I have mentioned developed it 
in a direct and, so to speak, tangible manner. 

On the one hand, the experiments of Hitzig and Fritsch, 
Ferrier, and others demonstrated that certain mental pro- 
cesses are localized to certain parts of the brain—a finding 


*Lecture delivered on August 29, 1949, at the Polish Cultural 
Institute, London, on the occasion of the commemoration of the 
centenary of Pavlov’s birth. 











a a a ee ee ee ee ee 








Institute 


fo take 
‘anding 
also a 
S great 
€ past, 


ind its 
Tsonal 
it deal 
ted to 
ready 
| With 
ch of 
TVous 


logy 
ched 
ivlov 
urO- 
tury, 
h as 
ston, 
out- 
t of 
n of 
om- 
that 
irch 
d it 








Oct. 29, 1949 








which was corroborated by clinical observation. On the 
other hand, the experiments of Flourens and Goltz indi- 
cated that after the removal of the cerebral cortex animals 
remained alive and in good health, but became, it was 
said, “ soulless automata,” “ creatures without memory and 
mind.” It must be remembered, moreover, that this work 
was going on in the full tide of nineteenth-century scientific 
materialism, when the theory of evolution on the one hand 
and the rapid progress of biochemistry on the other made 
it seem as though nothing could now impede the triumphant 
march of science towards the unravelling of all mysteries— 
even that of life itself. This, then, is the background of 
the events here reviewed. 

It was becoming clear at the time that all our conscious 
activity and behaviour is controlled by the brain, and as 
such could be investigated, theoretically at least, by physio- 
logical methods, without reference to psychic phenomena. 


This idea was already beginning to take hold on a very 
big scale. It was first clearly formulated by the prominent 
nineteenth-century Russian physiologist Sechenov in his 
booklet The Reflexes of the Brain. It is not surprising, 
therefore, to find that at the end of the nineteenth and the 
beginning of the twentieth centuries widespread attempts 
were being made to find an experimental approach to the 
problem in question. Of all the attempts then made two were 
developed further than any others and became part of the 
permanent structure of modern science. One line of inquiry 
was opened up in America at the end of the nineteenth 
century by Thorndike and later developed into that branch 
of psychology now known as “ behaviourism.” The other 
began several years later in Pavlov’s physiological labora- 
tory and gave rise to the physiology of higher nervous 
activity. 

Although both these lines of investigation are con- 
cerned with one and the same field—namely, the objective 
approach to the study of animal behaviour—and although 
they now tend more and more to converge and coalesce, 
their origins and points of departure were widely different. 


Thorndike, aiming at the objective investigation of animal 
behaviour, rejected introspective explanations. He was not 
concerned with the problem of what the animal “ thought ” 
or “felt” in its activities, but concertrated on trying to 
discover the laws governing its response to external condi- 
tions and stimuli. But, although he was not concerned 
with the subjective analysis of mental processes, he was 
nevertheless a psychologist, not a physiologist. Conse- 
quently, the physiological explanations he gave from time 
to time to supplement his arguments, though ingenious and 
penetrating, were somewhat amateurish. They neither 
were an integral part of his system nor were they later 
developed or elaborated. 


With Pavlov it was a quite different matter. He was a 
physiologist through and through. His approach to cere- 
bral activity was purely physiological, and he came to its 
study from what might appear to be a remote field—the 
physiology of digestion. It cannot be too strongly empha- 
sized that both his aims and his methods were strictly 
physiological. Consequently, whereas the behaviourists, 
who in their investigations discounted mental processes 
as a link between external stimuli and reaction, had nothing 
to offer in place of these processes, Pavlov deliberately 
substituted physiological mechanisms for psychic activity. 


Aim of His Work 


The aim of Pavlov’s work was not so much the descrip- 
tien and classification of the phenomena of animal 
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behaviour—the aim, more or less, of the behaviourists—as 
the explanation of those phenomena with reference to 
the relevant cerebral processes. 

We must now look more closely at the starting-point 
and sources of Paviov’s work. In contradistinction to 
Thorndike, Pavlov worked solely on the basis of the physio- 
logical data then available. To him the fact that conscious 
behaviour of the organism depends on the cerebral cortex 
and therefore can be investigated as an expression of its 
functions admitted of no doubt. The problem consisted 
solely in how these investigations could be carried ‘out. 
It was perfectly clear to Pavlov that experiments in the 
extirpation of certain cortical areas or in the stimulation 
of the cortex by electric shock—which were then widely 
practised—however fruitful and important they might be, 
did not represent the true method of investigating the 
normal and, so to speak, everyday activity of this organ. 
The problem was to find an appropriate method and the 
best starting-point for studying its normal activity. 

While the work of Sechenov provided Pavlov with the 
theoretical basis, the practical method had already been 
formulated in Pavlov’s earlier work. In the course of 
examining the activity of the salivary glands he had come 
across the phenomenon of so-called “ psychological saliva- 
tion.” This occurs when the animal salivates, not in 
response to the actual presence of food or other stimulants 
in the mouth, but in response to the sight of food or to 
the sound of food being prepared—in other words, to the 
“idea” of food. 

Pavlov saw that this simple fact offered a basis for the 
study of normal cortical activity. For if salivation in 
response to the presence of food in the mouth is an innate 
reflex, or, as Pavlov called it, “an unconditioned reflex,” so 
salivation in response to the sight of food or the other 
stimuli signalizing its imminent presentation may also be 
regarded as a reflex action—not innate, but acquired 
through the animal’s experience. This is what Pavlov 
called a “conditioned ” or “ conditional reflex.” 


The unconditioned reflex occurs by way of existing nerve 
channels established in the phylogenetic development of 
the nervous system, and is mediated mainly by the lower 
parts of the nervous system. The conditioned reflex, on 
the other hand, operates as the result of intercentral con- 
nexions established during the individual animal’s lifetime 
as a result of its experience—connexions which depend, 
according to experimental evidence, chiefly on the cerebral 
cortex. 

Pavlov argued that if the first of these reflex actions can 
be studied successfully by physiological methods—and no 
one can question the validity of these methods for the 
purpose—there can be no reason to doubt the validity of 
the physiological method for the study of the second group 
—that is, the conditioned reflexes. 

It is thus apparent that the cerebral cortex (along with 
some subcortical structures), in contradistinction to the 
lower parts of the nervous system, may be regarded as 
a creative organ, a place where new connexions, and con- 
sequently new forms of animal behaviour, are established. 
This is its biological role and the essence of its physiological 
function. 

And so we might sum up Pavlov’s chief merit in this 
first period of his work on conditioned reflexes in the fol- 
lowing way: it consists not in the fact that he understood 
the possibility of a physiological approach to problems of 
behaviour, for that possibility was well understood at the 
time and resulted from the general state of knowledge in 
the biological sciences ; his great merit lay in bringing to 
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realization what hitherto had existed only in the realm of 
possibility—a method whereby cortical activity might be 
effectively and fruitfully examined. 


Here it should be stressed that the method he then worked 
out for investigating conditioned reflexes in salivation may 
still be considered classical; for, although many other 
methods have since been added, his own has never been 
challenged for precision and scope. 

It would be impossible, perhaps even inexpedient, to 
attempt to give an account, even in general outlines, of the 
work done by Pavlov’s school during its 40 years’ activity. 
But I should like to touch on some general questions closely 
related to this branch of science, particularly those which 
have given rise to some misunderstanding. 


Reaction to His Work 


Almost from the very beginning of the development of 
the study of higher nervous activity there sprang up a vast 
literature devoted to criticism, positive and negative, of the 
subject—criticism of a philosophical rather than a physio- 
logical character. This criticism was concerned with such 
questions as the validity of these investigations, their scope, 
their general philosophical significance, and so on. This 
critical literature is perhaps no less extensive than the 
literature of the subject itself, and often tends to over- 
shadow the question at issue. Indeed, it frequently happens 
that a purely factual lecture or communication on the study 
of conditioned reflexes is at once made the pretext for a 
discussion which has nothing whatsoever to do with the 
real subject of the lecture but is devoted to such questions 
as the relation of mind to body, materialism, idealism, and 
so on, until amidst all these issues the proper subject is 
completely lost. 

And so some people fulminate against the physiology of 
higher nervous activity, asserting either that it denies the 
existence of mind, that it attempts to explain mechanisti- 
cally all our conscious activity, or that it over-simplifies 
the highly complex and subtle phenomena of mental life 
and tries to force them into the narrow framework of 
“reflexes,” which these critics dismiss as elementary and 
primitive nervous functions. Others, on the contrary, extol 
the physiological method to the skies, dismiss with contempt 
years of psychological achievements, and maintain that 
psychology is not a science at all and that physiology alone 
is capable of giving a complete and adequate explanation 
of all our mental activity. 


.For some people the so-called intrusion of physiology 
into a field regarded as the preserve of psychology amounts 
to nothing less than sacrilege against the dignity of the 
human spirit. Others, on the contrary, consider the possi- 
bility of a physiological and objective approach to our 
conscious behaviour as the crowning achievement of the 
human spirit and its ultimate triumph. 


Physiology of Higher Nervous Activity 


For these reasons it may be useful if we try to clear 
away some at least of the confusion surrounding these 
questions and to define what the physiology of higher 
nervous activity is—and what it is not. 

First we must realize that the subject we are dealing 
with is a branch of the biological sciences and, particularly, 
a part of neurophysiology. It is an experimental science 
which, on the basis of the observation of certain physio- 
logical phenomena, attempts to draw conclusions regarding 
their physiological mechanism. It would be no more 


reasonable to doubt the validity of these conclusions than 


to doubt, for instance, the validity of the findings concerp. 
ing the structure of chemical compounds arrived at py 
chemical experiments. ; 

That, of course, does not rule out the possibility that oy; 
present assumptions concerning the cortical functions may 
prove erroneous and that we may have to revise them more 
or less in the light of subsequent knowledge. For it mus, 
be remembered that this study of the most complicateg . 
arrangement of organisms, the brain, is one of the utmog, 
difficulty, and therefore, in Pavlov’s phrase, “ when you aim 
so high it is no disgrace to fail.” In fact, it is certain that 
in the development of this science many of our concepts 
will be proved wrong and will have to be replaced. Ajj 
such changes, however, must occur in the fire of experi. 
ment, on the basis of strictly relevant factual evidence, ang 
certainly not as the result of barren and purely speculative 
disputes such as I have already described. 

But while the direct evidence of the science of condi. 
tioned reflexes and the laws formulated on the basis of 
that evidence cannot be at the mercy of general philoso. 
phical disputations—though they can and must be liable 
to constant and the closest scientific scrutiny—the general 
question of the application of these laws to various pheno- 
mena of animal, including human, behaviour is anothe; 
matter altogether. 

The problem under consideration may be expressed in 
this way: whether the laws discovered in experiments on 
conditioned reflexes in animals can be applied to human 
cortical activity and whether even now all cortical activity 
can be explained in physiological terms, or whether those 
laws are, as yet, applicable only to the most elementary 
cortical phenomena and their extension to the whole field 
of higher nervous activity is at present impossible. 

Pavlov’s standpoint was not unequivocal. On the one 
hand, endowed as he was with a highly critical mind, he 
realized that his work was only the beginning of the physio- 
logical analysis of cortical activity, and that, as he put it, 
“the mountain of the unknown will long remain enor. 
mously greater than the fragments we have managed to 
detach and study.” 

On the other hand, with the characteristic sweep of his 
genius he was always trying to embrace wide fields of 
phenomena both of animal and of human cortical activity 
and to subject them to physiological analysis, and he 
would often apply the laws discovered in his experiments 
to phenomena far removed from the material on which 
those laws were originally based. : 


Two Points of View 


As I consider this point particularly important, I should 
like to examine it in greater detail. Up to now experiments 
in the field of higher nervous activity have been concerned 
almost exclusively with certain specific classes of pheno- 
mena, chiefly the elaboration of conditioned associations 
between various external stimuli and specific reflex activi- 
ties such as alimentary activity, defence activity, and so on 
In this way many important experimental results have been 
obtained and a number of laws governing higher nervous 
activity established. . 

If we take’the view that these laws can be extended te 
all associations between various perceptions and experi- 
ences, and that associative function (both in the sense of 
the formation of associations and in the sense of their 
fading or inhibition) represents the only cortical activity 
of animal or man, then the simple conclusion is that con- 
ditioned reflexes are the elements of which all this activity 
is composed—in other words, to revert to Pavlov’s figure 
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of speech, it suggests that we now know with reasonable 
certainty the substance of which the mountain of the 
unknown which looms before us is made. 

If this were so, then the general scheme of cortical 
activity in both animal and man would be mastered, and 
our task would consist only in interpreting and deciphering 
the more complicated forms of behaviour and in reducing 
them to their most elementary terms. 

The other viewpoint (which I am rather inclined to 
accept) is as follows. Experimental work on animals, as 
well as man, in the field of higher nervous activity concerns, 
as I have stressed, only some particular groups of rela- 
tively simple phenomena. And there is no doubt that these 
groups have already been physiologically analysed more or 
less thoroughly, or are in the process of being so analysed. 
Of course, it is extremely important, and very useful, to 
apply the knowledge we have gained in this work to the 
phenomena of everyday behaviour—not only of animals 
but also of children and adult human beings—and to 
foresee the effects of various experiences on individual 
behaviour and welfare. This, after all, is the same pro- 
cedure as that followed by the physicist who, having 
discovered and analysed a particular phenomenon in the 
laboratory, tries later to recognize and identify it in the 
world outside the walis of his laboratory. 

But just as a scientist of, say, Galileo’s day would have 
erred in claiming that he understood why the sky is blue 
or what is the mechanism of lightning—and any explana- 
tion he might have offered would necessarily be inaccurate 
and pseudo-scientific—so, it seems to me, those physio- 
logists are equally in error who maintain that they 
understand those very complex phenomena of our cortical 
activity which have not yet been submitted to physiological 
analysis. Thus, while it is unquestionably sound and useful 
to winnow out from our behaviour those facts which are 
susceptible of physiological study, and while we should try 
to explain from this standpoint as much of normal and 
pathological behaviour as possible, we must avoid giving 
pseudo-scientific explanations for those facts which have 
not, up to now, lent themselves to physiological interpreta- 
tion. It seems to me that such “ explanations ” are all the 
more harmful because they give the impression that every- 
thing has been explained and made clear in a field where 
there is in fact still very much to be done. 

If we accept this view, and try to place Pavlov in his 
historical perspective, I should say that his role can be 
compared with that of Lavoisier in chemistry and Galileo 
and Newton in physics. 

Just as Lavoisier, and not the alchemists, pointed the 
way to modern chemistry, and Newton rather than Aristotle 
showed the way to Einstein and Rutherford, so, I believe, 
the work of Pavlov will prove to have opened up the 


true paths towards the objective investigation of animal . 


behaviour, and he may well be regarded by future genera- 
tions as the man who laid the permanent foundations of 
this vital branch of human knowledge. 


His Work Compared with Other Lines of Approach 


But now let us come back from the days of Newton and 
Lavoisier to our own time, and from physics and chemistry 
to neurophysiology, and let us see what is the position of 
the physiology of higher nervous activity in relation to 
other main lines of investigation of the central nervous 
functions, represented by two leading neurophysio!ogists of 
this country, Sir Charles Sherrington and Professor Adrian. 

There is no great difficulty about comparing the 
Pavlovian line of research with Sherrington’s. It is par- 


ticularly interesting for the historian of science to note that, 
although Pavlov’s research on conditioned reflexes and 
Sherrington’s work on spinal reflexes were undertaken quite 
independently of each other, the approaches to their respec- 
tive fields were the same. For both of them the concept 
of reflex action was the basis of their research, and both 
of them tried to deduce the central nervous mechanism 
of animal activity by applying well-defined stimuli or com- 
binations of stimuli, and measuring the animal’s responses 
to them. For both of them the organism was, so to speak, 
a highly complicated device capable of an extremely wide 
range of responses to an extremely wide range of stimuli. 
They differed only in that, while Sherrington investigated 
the ready-made mechanisms of this device, Pavlov was 
concerned with those mechanisms which the experimenter 
himself had brought about. This far-reaching parallelism 
‘in their lines of investigation was of course not accidental : 
it arose from the fact that both of them had their roots in 
nineteenth-century biological materialism. 

On the other hand, it is rather more difficult to draw 
a comparison between Pavlov’s line of research and that 
of Adrian on the physiology of the brain. As is well 
known, Adrian’s approach to the problems of brain physio- 
logy differs significantly from that of Pavlov. By means 
of modern electrophysiological methods which consist in 
recording action potentials in the brain, Adrian and all 
who follow him attack this organ, so to speak, in a direc! 
way and try to discaver what is going on in the brain during 
its activity. Adrian is therefore not concerned, as Pavlov 
was, with hypothetical mechanisms of the brain deduced 
from external responses of the animal, but deals with the 
brain activity itself as recorded in action potentials. 

Here perhaps lie both the strength and the weakness 
of this approach. The strength consists in the fact that 
any scientist much prefers to deal with factual evidence 
than with even the most fully elaborated and attractive 
hypotheses and theories. The weakness lies in the fact that, 
owing to the high complexity of the organ and its function, 
the evidence we obtain is as yet largely unintelligible 
Indeed, so far, it represents nothing more than some frag- 
ments of a magnificent and extremely complicated mechan- 
ism, but we are still unable to find from these fragments 
how this mechanism functions. 

I think that the following comparison might be helpful! 
in suggesting the relation between Pavlov’s and Sherring- 
ton’s lines of research on the one hand and Adrian’s on 
the other. 

Imagine that our task is to discover what is going on in a 
certain huge and complicated secret factory without being pro- 
vided with clues. On the one hand, we could do it by examin- 
ing both the raw material supplied to the factory and the 
products delivered from it. If we were allowed to do this we 
might change the raw material in order to see what changes 
there would be in the products, or even destroy some parts of 
the plant in order to see how that would affect production 
From all this evidence we could form some idea how this 
factory works. Of course these conclusions would be onl) 
hypothetical, and must change according to our further know- 
ledge of the factory. But, at the same time, in this way we 
could have a fair picture of what this factory was intended for. 
On the other hand, we could find a way into the factory and 
watch the machinery at work. This, one would imagine, would 
bring us nearer to a comprehension of the functioning of the 
plant, but as there would be no guide to explain to us the logic 
and sequence of the processes of production it might happen 
that we should be at a loss—seeing all the details but unable 
to understand the whole. 


And so, it seems to me, genuine progress in our under- 
standing of that most astonishing and perhaps also the 
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most mysterious of all mechanisms on earth, the brain, will 
be reached when these two lines of investigation, from 
outside and from inside, converge and coalesce—in other 
words, when we are able to express in Adrian’s terms what 
is going on in the brain when the conditioned reflex is 
established or elicited and, vice versa, which behaviour 
patterns correspond to the particular patterns of brain 
activity recorded by particular action potentials. 


Some Memories of Pavlov 


I should like now to recall some of my memories of 
Pavlov from the time when I was working with him in the 
early ‘thirties. 

When anyone has achieved as much as Pavlov, and has 
left a legacy as significant both in scope and in ideas as 
his, we are naturally curious to know how and why he 
did it—to know what were the psycho-physiological quali- 
ties that made such achievements possible. 

He is universally recognized, of course, as a genius. No 
one who had ever had the opportunity of meeting him 
could fail to be aware of it even without knowing who he 
was. And, what is more, that first impression did not fade 
when one came to know him better—as so often happens 
with the great of this world. After working under him 
for two years I still felt for him the same admiration he 
inspired when I first met him. If anything, that admira- 
tion had grown and become deeper. And others who 
worked with him have told me they had the same 
experience. 

But merely to say he was a genius is to use an intellec- 
tual abbreviation, to give a rather too general idea of: his 
achievements and of the impression he made on his con- 
temporaries. For the werd does nothing to explain how 
his work was done and in what particular qualities lay 
the secret of his unique position in his field. 


His Surgical Skill 

To begin with one of his most immediately striking 
qualities, I should like to remind you that he was a brilliant 
surgeon. Of this I have, unfortunately, only second-hand 
knowledge. By the time I came to work with him he had 
already given up performing operations. I have been told, 
however, that it was an extraordinary experience to watch 
him at work. His surgical precision, style, and unfailing 
certainty were fascinating. But it was far from easy to act as 
his assistant during an operation. For one thing, he operated 
mainly with his left hand, which made it extremely 
awkward for the assistant. (Pavlov, by the way, could use 
either hand with equal skill ; he wrote, for example, with 
his right.) The other factor which made work with him 
difficult was his speed. Assistants simply could not keep 
pace with him. This was inclined to throw him into fits 
of temper which he could not conceal, and which made 
his unhappy assistants nervous at times to the point of 
sheer clumsiness. I have read in some memoirs of Pavlov 
that, once when he was demonstrating the rather compli- 
cated so-called “Pavlovian pouch” operation on the 
stomach in the presence of a foreign guest, the guest 
thought that Pavlov was still in the first stage of the opera- 
tion when it was, in fact, almost finished. 

Some idea of the surgical skill which he showed at the 
very beginning of his career may be gathered from the fact 
that the discovery of the secretory nerves of the pancreas 
had to wait many years for confirmation simply because 
no one succeeded in performing the necessary operation— 
although Paviov himself demonstrated it quite frequently 
to his students. 


To a physiologist surgical skill is, of course, of the 
utmost importance, because it enables him to bring his 
ideas to realization. We know definitely that many of 
Pavlov’s achievements were due to his surgical technique 
especially in the first stage of his research, when he Was 
working on the digestive glands. 


His Capacity for Work 


Another important facet of his personality was his extra- 
ordinary capacity for work. At the height of his powers 
he was utterly tireless. The whole of the work carrieg 
on in his laboratories, where several dozen research 
workers were employed, was done not only under his direc, 
control but also with his personal participation. He him- 
self once said, “ Up to the age of 75 I didn’t know what it 
was to be tired” ; and I am sure that this was not an over. 
statement, for he had no liking for exaggeration. 

Then there was his astounding memory. I do not know 
whether, by the time I knew him, his powers of memory 
had been diminished at all by his age, but I do know that 
even then he had a better memory than any of the people 
who worked with him. He could remember not only the 


. names and patronymics—according to the Russian custom . 


(imia i otchesivo)—of all his present and past students (an 
achievement he liked to boast about from time to time), 
the names of the dogs used for experiments, and the particu- 
lar experiment performed on each dog, but he also remem- 
bered practically everything he had ever heard. And, in 
any case, he certainly remembered everything he wanted 
to remember. He never made notes, but he never forgot 
to return records he had borrowed and had promised to 
bring back by a certain time, or to be present at an experi- 
ment he had promised to watch. I believe that he alone 
was capable of grasping the whole scope of the research 
work done by his school, and he stored in his memory 
an astonishing number of facts. 


His Quality of Mind 


But all these qualities, admirable and essential as they 
were for achievement of Pavlov’s order, were not enough 
in themselves to determine the essential. quality of his 
genius. There still remains something more, something 
extremely difficult to define, which, for want of a more 
exact word, we can only call “ quality of mind.” Pavlov’s 
“mind” was extraordinarily rich and many-sided. 

It is well known that the work done by his school was 
animated and guided by his thoughts and ideas—a fact 
which was always gratefully acknowledged by his pupils 
in their papers. And his own articles and lectures always 
bore the imprint of his personal concepts, hypotheses, and 
syntheses, some of which formed the basis for entirely 
new lines of investigation undertaken by his followers 
And yet all this written material represents only a small 
part of what he had to say. The richness of his ideas, the 
quickness of his thought, his extraordinary vision and 
inventiveness—all this could be fully appreciated only by 
those who came in contact with him and had the oppor- 
tunity of listening to him or talking with him. He was 
always ready for a discussion, and whenever he was not 
engaged in experiments he was prepared to talk over either 
problems closely connected with the experimental work 
of the laboratories, or more general questions such as the 
potential scope and practical applicability of the study 
of conditioned reflexes. Such discussions—an everyday 
feature of his laboratories—created a highly stimulating 
atmosphere for collective work, and gave everyone the 
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tisfaction of sharing in the work of the school as a 








sa 
whole. 
Pavlov came upon his discoveries by the process which 
Newton so modestly described as . continuous thinking on 
a subject.” The modesty of this definition may suggest 
that anybody who is prepared to exercise his mental facul- 
ties in “ continuous thinking” may do so at will. This 
of course is not so, for continuous thinking on a subject 
is precisely that which many—if not most—people cannot 
do. In Paviov’s case I had the impression that thinking 
was something he just could not help doing—a passion 
which he could not resist. And this passion was fed 
because thinking came so easily to him, and was so fruit- 
ful in new ideas, that, to use his own term, it was con- 
stantly being “reinforced” by the positive results of his 
discoveries. 

It was characteristic of Pavlov that he had no liking for 
unsolved problems and would rather find a temporary 
solution than no answer at all. It was indeed particularly 
interesting to follow the process by which he gradually 
modified and developed his ideas until they satisfied him. 
And here, if I may digress, I should like to recall an inci- 
dent which I myself witnessed. One of Pavlov’s colla- 
borators, a woman of a rather not very critical mind, came 
once to ask him for an explanation in connexion with an 
experiment she was engaged on. Pavlov, busy at the time 
with something else, got rid of her with an obviously 
incorrect and even somewhat naive explanation. When, 
later, he was discussing her work with her; she quoted 
his “explanation.” Pavlov was furious and demanded, 
“Who told you such rubbish ? ’—then roared with laughter 
when he learned that the “rubbish” was his own words. 


Pavlov showed a great deal of elasticity in the forma- 
tion of his concepts. He was ready to admit mistakes and 
to renounce ideas—even when they were well established 
or dear to him—if he suspected that they might be wrong. 
Even when he was fervently defending a certain concept 
and when it appeared he was professing it dogmatically, 
he never entirely suspended his faculty for self-criticism 
and even scepticism. He could see himself and his school 
with detachment and he was able to say that for certain 
problems “we are already too rusty” and that others 
would have to try to solve them. That was why he liked 
to see his pupils go their own ways and break away from 
the routine of the school. He knew how to give them 
wise encouragement, but he also knew how to subject them 
to sharp and vehement criticism. - And so far as his school 
was concerned, he saw to it that all work published under 
its auspices remained in harmony with his teachings. 

[ remember a conference at which a well-known Soviet 
histologist attacked Pavlov’s theory of cortical localization 
on the basis of recent histological evidence. Pavlov 
defended his theory with extraordinary energy, ruthlessly 
demolishing his opponent’s arguments. It seemed as if he 
was as convinced as his audience that the counter-argu- 
ments he was putting forward were irrefutable. But those 
who knew him were certain that he would not forget his 
opponent’s objections. And in fact, when at one of his 
weekly conferences Pavlov read a paper on conditioned 
reflexes (intended, I think, for an encyclopaedia) and was 
asked why he had omitted his theory of cortical localiza- 
tion, he replied that in this paper he wanted to deal only 
with things he was,absolutely sure of, and did not think that 
theory sufficiently proved. And he proceeded to quote 
the histologist with whom he had argued so strongly. 

This gift for self-criticism, combined with his creative 
powers, enabled him to see problems from so many 


aspects that all his scientific speculations had an air of 
uncommon wisdom. He had also a gift for plain, concise 
speaking enlivened with an enthusiasm which carried away 
his audiences, but he hated the use of words for their own 
sake or in order to secure a mere effect. Once he told 
one of his more loquacious assistants, “ You are in the 
power of words.” And even when I came to know him 
his speech was free from the repetitions characteristic of 
advanced years. 

His natural charm, the love of scientific work which was 
radiated by his whole personality and infected others with 
his ardour, his wisdom and simplicity—all these qualities 
gave him a singular power over all who came into contact 
with him. And to these we must add a talent for teaching 
and a strong administrative sense which enabled him to 
co-ordinate the work of many collaborators in the one 
single, monumental achievement of his school. 


Pavlov the Man 


I have tried to touch on the most characteristic of those 
features of Pavlov’s intellect and personality which, to my 
mind, made up his genius. I have no illusions about the 
fact that they are far from complete and that there are 
many facets of his complex personality which I have not 
mentioned. I also realize that the picture I have sketched 
of this great scientist may seem somewhat one-sided, for 
I have paid little attention to Pavlov the man. It would, 
I am afraid, have been quite impossible for me to do so. 
I should like only to add that of all the things I admired 
in him it was perhaps his humanity and simplicity that 
attracted me most. Those qualities manifested themselves 
in all he did—whether he was expressing doubt about his 


‘own attainments or glowing with enthusiasm and the 


dynamic faith of youth after having obtained some unex- 
pected results, or whether he was giving way to his weak- 
nesses, quarrelling and obstinately sticking to his point 
even when his error was obvious—only to admit his fault 


when he, had cooled off. 
Conclusion 


I should like to finish by quoting extracts from Pavlov’s 
message to young scientists—words which I think are of 
interest to us all, and which perhaps express his personality 


better than anything I can say.* 

“* What would I wish for the youth of my country who devote 
themselves to science? First of all—consistency. . . . I can 
never speak without emotion of this most important condition for 
fruitful scientific work. From the very beginning of your work 
train yourselves to be strictly systematic in amassing knowledge. 
Learn the ABCs of science before attempting to ascend its 
heights. Never reach for the next step without having mastered 
the preceding one. Never attempt to cover up the gaps in your 
knowledge by even the most daring conjectures and hypotheses. 
No matter how the colourings of this bubble may please your 
eye, it will inevitably burst, leaving you with nothing but con- 
fusion. . . . Study, compare, and accumulate facts. No matter 
how perfect a bird’s wing, it could never raise the bird aloft if 
it were not supported by air. Facts are the air of the scientist. 
Without them you will never be able to soar. Without them 
your ‘theories’ are useless efforts. Yet while studying, experi- 
menting, observing, try not to stop only at the surface of facts. 
Do not become an archivist of facts. Try to penetrate the 
mystery of their origin. Seek persistently the laws governing 
them. 

“Secondly, modesty. Never think that you already know 
everything. No matter in what high esteem you are held, 
always have the courage to say to yourself: ‘I am ignorant.’ 
Don’t allow yourself to be overcome: by pride. On account 
of pride you will be stubborn where it is necessary to be 


*Translation of Horsley Gantt. 
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conciliatory; you will reject useful advice and friendly 
assistance ; you will lose your sense of objectivity. In the 
group which I am called upon to direct, atmosphere is every- 
thing. We are all harnessed to one common cause, and everyone 
furthers it to the best of his strength and ability. Frequently 
we cannot distinguish what is mine and what is thine, but 
through this our common cause only gains. 

“Thirdly, passion. Remember, science requires your whole 
life. Even if you had two lives to give it would still not be 
enough. Science demands of man effort and supreme passion. 
Be passionate in your work and in your quests. .. .” 








PENICILLIN IN SUBACUTE BACTERIAL 
ENDOCARDITIS* 
BY 


RONALD VY. CHRISTIE, M.D., D.Sc., F.R.C.P. 
Secretary of the Penicillin Clinical Trials Committee 


In February, 1945, 14 centres were appointed by the 
Medical Research Council to investigate the value of 
penicillin in subacute bacterial endocarditis. By March, 
1946, 269 patients had been treated, and the results were 
reported in this Journal (Christie, 1948). These patients 
have been followed for a further two years, and, in addi- 
tion, 139 new cases have been treated. From the more 
recent results it is clear that some recommendations made 
in the previous report must be revised. 


Results of Investigation 


By March, 1946, 58 previously untreated patients had 
received 500,000 units of penicillin daily for one month ; 
four (7%) relapsed or died infected. Since then another 
series of 71 previously untreated patients have been treated 
by the same system of dosage, and 14 (20%) have relapsed 
or died infected (Table I). No reason has been found for 


TaBLe 1.—-Patients Treated for 28 Days with Daily Dose of 500,000 
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the higher rate of relapse and uncontrolled infection in the 
second series—in fact, it may have been due to chance— 
but i»e therapeutic implication seems to be that the 
standard daily dosage should be greater than 500,000 
units. 

A closer relation between the sensitivity of the infecting 
organism and the results of treatment can now be shown 
(Table Il). When the resistance of the organism does not 
exceed that of the standard Oxford staphylococcus the 
relapse rate after 500,000 units a day is low ; with slightly 
more resistant organisms the relapse rate increases. 

More recently 18 previously untreated patients have 
received 2,000,000 units daily for at least one month; 
none of these relapsed or died infected (Table III). In 





*Report to the Medical Research Councii on 408 patients treated in 
14 centres appointed by the Penicillin Cli:iical Trials Committee. 
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none was the resistance of the infecting organism more 
than twice that of the Oxford staphylococcus. Another 
13 patients who had relapsed after previous treatment were 
given 2,000,000 units a day for at least one month 
(Table III). The infection was uncontrolled in four, bu 
in all of these the coefficient of resistance of the infecting 


Tasxe III.—Patients Treated for 4 to 6 Weeks with a Daily Dose w 
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organism was at least 64. The infection in another patient 
was eliminated although the coefficient of resistance was 32. 

Revised System of Dosage.—These results indicate that 
a dose of 2,000,000 units of penicillin a day for four o 
six weeks is adequate in most cases. This dosage may be 
expected to cure the infection in nearly every patient when 
the coefficient of resistance of the infecting organism is 
not more than 4 or 8. The coefficient of resistance of the 
infecting organism is rarely over 8, but when it is there 
is a greater risk of relapse. The blood should be cultured 
several times both during and after treatment ; if infection 
continues or recurs at least 10,000,000 units a day should 
be given. Very resistant organisms (i.e., those with a C.R. 
of over 32) are unlikely to be controlled by fewer than 
10,000,000 units a day, and may not respond to 40,000,000 
Treatment with other antibiotics, alone or combined with 
penicillin, or the use of substances such as “ caronamide,” 
which delay the excretion of penicillin, have then to be 
considered. 

Delayed Relapses and Reinfections.—In patients who 
relapse after treatment the blood culture becomes positive 
usually within 60 days. But in 14 patients infection 
recurred after periods ranging from 4 to 50 months, and 
in five of these the second infecting organism clearly dif- 
fered from the first. Many patients have now been fol- 


lowed up for four years, and the incidence of delayed 
relapse or reinfection among them has. been found to be 
about 2% per annum. 

Bacteriologically Negative Cases.—Only the 408 patients 
with a positive blood culture have so far been considered. 
but reports of 35 patients with negative blood cultures have 
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been collected by six of the centres (Table IV). Three facts 
have been established : (a) with the comparatively small 
doses of penicillin used only 6 of 26 previously untreated 
patients were cured ; (b) the fever returned or was not con- 
trolled in 11 of the 26 previously untreated cases ; (c) in the 
13 who died with uncontrolled fever, organisms were seen 

t mortem in the vegetations of 6. It is not known 
whether larger doses will produce better results, but it is 


TaBLe IV.—Bacteriologicaliy Negative Cases 
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suggested that these patients should be given 2,000,000 units 
a day and that the dose should be increased if the clinical 
response is unsatisfactory. In view of the importance of 
establishing the coefficient of resistance of the infecting 
organism it is unwise to abandon blood cultures until at 
least three have proved negative. An anaerobic culture 
should always be included. 


Factors. Affecting Prognosis—In general the recent 
results confirm the conclusions regarding prognosis and 
causes of death discussed in the previous report. A detailed 
analysis of these patients will be incorporated in a review 
of the subject which is now being prepared. 


Conclusions 

Patients with subacute bacterial endocarditis should be 
given at least 2,000,000 units of penicillin a day for a month 
or six weeks. 

When the infecting organism is highly resistant to peni- 
cillin, or when it cannot be isolated, it is difficult to estimate 
the appropriate dose. Some factors involved in makin 
this assessment are discussed. ; ; 

The incidence of delayed relapse or reinfection is approxi- 
mately 2% per annum. 
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According to a report (B.U.P.) Dr. Robert Coghill, who 
played an important part in the development of penicillin 
mass-production, told a meeting of the American Chemical 
Society that, although 200 antibiotics had been investigated, 
only six have appeared on the market, and of these two are of 
limited use only. While the term “ miracle drug” could legiti- 
mately be applied to penicillin, Dr. Coghill stated that the chief 
miracle in connexion with one or two currently used antibiotics 
would be if they were still in use in five years’ time. He added, 
“The truth of the matter is, unfortunately, that the vast 
majority of antibiotics are for a variety of reasons utterly 
worthless for human therapy.” 


SUDDEN OBESITY AND PSYCHOLOGICAL 
TRAUMA 


BY 


H. J. SHORVON, M.B., D.P.M., D.A. 
Assistant, Psychiatric Department, St. Thomas's Hospital ; 
Psychiatric Specialist, Belmont Hospital 


AND 


JOHN S. RICHARDSON, M.V.O., M.A., M.D. 
F.R.C.P. 
Physician in Charge of Out-patients, St. Thomas’s Hospital 


It has long been recognized that loss of weight can 
accompany psychotic and psychoneurotic illnesses such as 
depression and anorexia nervosa. Clinicians also meet 
atypical cases of depression in which there is an increase 
of weight, and this has been vaguely linked with endocrine 
disturbances, such as may occur at the female and male 
climacteric. This paper is concerned with a group of cases 
showing a sudden onset and rapid development of obesity, 
with or without amenorrhoea and menstrual disturbances, 
which gives rise to a syndrome of obesity, anxiety, tension, 
and depression. 

The investigation first arose when it was observed that 
some obese patients who failed to respond satisfactorily to 
the usual methods of treatment dated their obesity and also 
some psychoneurotic symptoms to a specific incident that 
might well have inflicted psychological trauma. We found 
that too little attention had been paid to the emotional 
factors in the first instance, and the patients had been 
treated on an organic basis for long periods. We do not 
claim that the treatment pursued with this group is 
primarily aimed at reducing weight, but we have used it 
to alleviate the associated mental distress and have found 
that patients often show a parallel reduction of weight and 
become more amenable to accepted methods of treatment 
of obesity. 

The problem of obesity has been extensively investigated 
by physiologists for many years, and no essential underlying 
disorder of metabolism has been convincingly demon- 
strated. Newburgh (1942) reviewed the subject and came 
to the conclusion that excessive intake of calories with 
reduced activity could account for almost every case. He 
explained the irregularity of loss of weight when on a 
strictly limited calorie intake as being due to fluid retention, 
and quoted an example that demonstrated this point clearly. 


‘ Effect of Lesions of the Hypothalamus 

Lesions of the hypothalamus in animals in which the 
anterior lobe of the pituitary has either been removed or 
left intact result in obesity (Hetherington, 1943). This 
obesity does not, however, follow extensive damage to the 
hypophysis provided the hypothalamus is intact. These 
clear-cut experiments of Hetherington’s have solved the 
controversy that has lasted for over 30 years between 
Fréhlich, who maintained that damage to the hypophysis 
was the necessary factor, and Erdheim, who believed the 
essential lesion must be in the hypothalamus. Animals 
that have had suitably placed lesions in the hypothalamus 
not only show an increase in appetite that accounts for their 
obesity in almost all instances, but the manner in which 
they eat their food changes from the normal habit of the 
species. 

The appetite of the animals operated on is described as 
voracious, savage, or wolfish by various authors, and rats 
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that normally store their food and eat it by night will 
devour every morsel immediately it is dropped into their 
cage. The increased intake of food accounts for the 
increase in weight when the animal is fed ad libitum. But 
a small proportion of rats whose food is restricted show 
some minor increase in weight over the control animals, 
indicating that in them a mechanism other than increased 
intake is operating. This may be related to the change in 
feeding habits to which we have already referred, as 
Tepperman et al. (1943) have shown that normal rats will 
convert glucose into fat at an accelerated rate if the animals 
are trained to eat their normal 24-hour portion within a 
short time. 

It has also been shown that rats with a hypothalamic 
lesion and hyperphagia had exceptionally high R.Q.s—well 
over unity during the absorption of glucose, indicating that 
most of the carbohydrates were being converted into fat. 
This phenomenon develops only gradually within the first 
week after operation (unlike the increase in appetite and 
the temperament changes, which can be observed almost 
before the animal is out of the anaesthetic), suggesting that 
it is the result of the altered feeding habit and hyperphagia. 
A marked change in temperament as well as in appetite has 
been observed in these animals, and they may become 
aggressive and savage. 

The effect of emotions acting through the hypothalamus 
in man has been well demonstrated by Verney (1946) in his 
series of experiments on the action of the antidiuretic 
hormone of the posterior pituitary. He has shown that 
emotional stress, by acting on the hypothalamic nuclei, 
releases from the pituitary the antidiuretic substance, and 
has suggested that conditions associated with low sym- 
pathetic tone in man might be favourable to prolonged 
secretion of the substance. His experiments may explain 
the undoubted retention of fluid that is shown by many 
obese subjects who have no organic lesion of the hypo- 
thalamus but in whom emotional disturbances may have 
produced effects on the hypothalamic nuclei. 

The enormous increase in appetite and very definite 
alteration in temperament and activity of animals with 
organic lesions of the hypothalamus may be in part 
mirrored by our patients through stimuli coming from the 
higher senses acting on the nuclei in the hypothalamus in a 
manner similar to that already demonstrated by Verney in 
his work on the supraoptic nucleus. Thus there is a back- 
ground of evidence from careful physiological observations 
to account for our finding that violent emotional stress 
may result in rapidly developing obesity. 

The following three cases are representative of the group 
we are studying. . 

Case 1 


A woman aged 38 complained on admission to hospital in 
June, 1947, of rapid increase of weight and amenorrhoea since 
suffering a very severe shock in 1943, with a further increase 
in weight in 1944 after a narrow escape in a bomb incident. 
At the same time she complained of an inability to pass sufficient 
urine, difficulty in concentration, and poor memory. Her father 
died, aged 58, from coronary thrombosis and “ urinary reten- 
tion.” He was a military bandsman, a strict disciplinarian, and 
short-tempered, and would beat his children. He taught them 
to hide their feelings. Her mother had a “cold temperament,” 
would not accept her children’s confidences, discouraged their 
emotion, but gave in to their wishes. There was little love 


between the parents, only duty. She had a lonely childhood 
and average schooling, and was always afraid of expressing any 
emotion. She was a student teacher till 18, then studied music 
and passed her L.R.A.M. For a while she earned her living 
as a piano-teacher and gave piano recitals. She married three 
times. 


—— 
The first marriage, at 18, was to a man 14 years her sepj 
who was irresponsible, “too sexual for her immature y me 
and constantly in debt. He died 14 years ago. They had two 
children, a girl—a brilliant child who died in 1943 at the 
of i3 from a sarcoma of buttock—and a boy, now aged 14, The 
second marriage was a failure, as her husband was impotent 
had “ brain storms,” and led her a “ shocking life.” Ip . 
to keep the peace for her children’s sake, she says, she had to 
shut out her emotions and give up piano-playing because it 
irritated him ; and to be away from him as much as possibje 
she joined the police force in 1939, as she was a tall, powerfy 
woman brought up to appreciate discipline and order. This 
marriage was annulled after five years’ misery. The third 
marriage, in 1945, was to a police sergeant. It was satisfacto 
at first, but she soon became frigid, and now feels socially ang 
intellectually her husband's superior, although she loves him. 


In 1943 she experienced a severe shock when told that he; 
daughter had a sarcoma of buttock and had only a few months 
to live. “I showed no emotion. I did not feel any. I wa, 
dead.” Her periods stopped and she was “ mentally distresseq 
and began to swell.” She increased in weight from 12 to 19 gt. 
(76.2 to 120.6 kg.). The amenorrhoea lasted three months, and 
after that she saw only a few spots. The child lay ill at home 
for months, and required frequent morphine injections. The 
patient stayed up with the child most of the night and then hag 
to go on duty. She kept up appearances before the child, bu 
also experiénced strong feelings of guilt because of previous 
lack of affection for her. 


In 1944 she experienced another severe trauma. While on 
duty alongside an escalator at Waterloo Station a flying bomb 
crashed near her and there were numerous casualties. She was 
blown over and then took part in the rescue work. Three weeks 
later she collapsed and was taken to hospital, where she had a 
rest for three months. After the bombing incident her weight 
increased from 19 to 20 st. (120.6 to 127 kg.). She was given 
stilboestrol injections and had a very scanty cyclical bleeding. 


_Her emotional tone returned and she began to grieve for her 


daughter and reproach herself. She had to give up work after 
a few months and was investigated for a possible pituitary 
lesion at Guy’s Hospital, but the findings were negative. Two 
years ago she began to receive regular injections of “ neptal” 
and lost weight rapidly. With regular injections for two years 
her weight went down to 13 st. (82.5 kg.); but the effect dimi- 
nished, and before admission to hospital she went up to 
14 st. 8 Ib. (92.5 kg.). She remained tense, felt confused and 
exhausted, and had not worked for over a year. There was an 
absence of libido. 


On physical examination her weight was 14 st. 8 Ib. and her 
obesity was of the simple type with normal feminine distribu- 
tion. There were no signs of organic disease either in her 
endocrine or her cardiovascular system. The blood pressure 
was 140/80 and her urine contained no abnormal constituents 


On psychiatric examination she volunteered the information 
that her “inflated condition” depended on whether she was 
mentally relaxed or not, and said she was convinced that the 
mental illness caused the physical illness. She complained of 
a tight feeling in the head, but stated that she had taught her- 
self to school and control herself, but it required a great effort 
“T have often thought I require an emotional release.” 


She experienced considerable mental relief from a discussion 
of events and symptoms under sodium amytal narco-analysis. 
She was then abreacted under ether, the bombing incident 
supplying the starting-point of the abreaction. There was 4 
violent emotional release as she re-enacted the scene, accom- 
panied by piercing shrieks when she described the flying bomb 
coming down. An amnesia for events connected with the ind- 
dent was uncovered, and she revealed the conflict at that time 
between her duty and her own and her child's safety—she could 
not decide whether to run for shelter when she heard the bomb. 
The day following the abreaction she said she felt entirely 
different ; her mind felt clear, and she decided to resign from 
the police force in order to be “ more feminine ” to her remain- 
ing child. She also resumed her music-playing (she had not 
played at all since the start of her illness). -The ether abreaction 
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was repeated twice, with further release of affect. When she 
left the hospital her weight had fallen to 13 st. without any 
dietary restriction, and she resumed her previous occupation of 
teaching music. A fortnight later she had a menstrual period 
which lasted three days, and she described this as the most 
normal she had had for four years. 

This case of sudden onset of gross obesity with water 
retention and amenorrhoea, following a clear-cut psycho- 
logical trauma and exacerbated by a second, illustrates the 
benefit that can be obtained by an abreaction of the 


precipitating events. 
Case 2 


A woman aged 30 complained in 1948 that she was very 
worried by her rapid increase in weight from 10 to 15 st. (63.5 
to 95.3 kg.). This took place over a period of some months 
five years previously and followed the shock of the sudden 
death of her mother. There have been only minor fluctuations 
in weight since then. 

At the first interview she stated that her father was a nervous, 
jonely, sanctimonious man who had had a nervous breakdown 
in the 1914-18 war. She was afraid of him because of his very 
violent temper and frequent quarrels with his wife. She was 
extremely fond of her mother, a hard-working woman who 
suffered from migraine and died from a cerebral haemorrhage 
at the age of 48. There is one brother, a medical student. 
The patient was a nervous child, a nail-biter, with fears of the 
dark. She had a normal schooling, mixed well, and did secretarial 
work before her marriage. Her characteristics are described as 
knowing her faults and liking to be the centre of interest. She 
married at the age of 21, and has daughters aged 7 and 2 and 
a son of 5. She claimed that the marriage was a happy one, 
although she had not experienced any sexual satisfaction and 
her husband frustrated her by the methods he adopted. Her 
health was good, but she had operations for uterine prolapse 
in 1946 and 1947. 

In October, 1943, she was in a nursing-home awaiting tonsill- 
ectomy and was visited by her mother. The next day she was 
told of her mother’s sudden death. “I always remember the 
shock.. I could not believe it. I am always thinking of her. 
Even now I imagine I see mother.” From this time she put 
on weight rapidly, was unable to reduce effectively despite 
oumerous therapies, and felt very sensitive about her figure. 
She denied that she ate excessively, and alleged that dieting did 
not help her. She admitted that she had had a large appetite in 
the past. She also developed a troublesome itching rash on the 
inside of her legs and a pruritus ani which disturbed her sleep. 

On physical examination her weight was 15 st. and her 
obesity was of the simple type, the chief excess of fat being 
on the buttocks (upper part) and on the abdomen. Her skin 
was soft and her body hair scanty. Her blood pressure was 
160/100, and her urine contained no abnormal constituents. 
There was no evidence of any endocrine disorder. Her dietetic 
history showed that at this time she was taking a diet of 

approximately 2,500 calories, with an excess of carbohydrate. 

On psychiatric examination she was tense and anxious. She 
felt lonely, frustrated, and tired, and experienced bad dreams in 
which she generally harmed her children. She complained that 
she screamed at the children and “could kill them.” She was 
treated by sedation and a weekly series of ether abreactions 
which are set down here in some detail. 

{n the first treatment she described her aggressive feelings 
towards her second child (the obesity began eight months after 
this child’s birth). The main emotional release, however, was 
over her mother, in whom, at this stage, she stated she had 
always confided. In the second abreaction the patient exhibited 
a good deal of rage when discussing her husband. He calls 
her “ Tiny ” and irritates her with his lack of understanding and 
complacency. She wished she were back to her schooldays, 
when she was known as “Starving Russia.” In the third 


abreaction, after going over old ground, she suddenly abreacted 
violently over her mother’s death and screamed, “ What do 
they do at a post-mortem? The wounds do not heal like 
ordinary operation yrounds." She regretted not having her 


’ 


mother cremated, and visualized her in a cold grave. The 
fourth abreaction was mainly over a comparison between her 
husband and her father, whom she hated, but this she denied 
as soon as she had expressed her loathing. She felt less tense 
after each treatment, and lost 10 Ib. (4.5 kg.) in the 24 hours 
after the first, and had lost 1 st. (6.4 kg.) after four weeks 
without any attempt at dieting. She thought it was due largely 
to fluid loss. In the past, strict dieting had been a failure. 
and in any case she was unable to keep it up for any length 
of time. The irritating rash was ameliorating, and “ although 
far more preoccupied with’ thoughts was also far more able 
to deal with them.” 

She began dreaming about her mother, and the fifth 
abreaction ranged over this and the post-mortem examina- 
tion. The next abreaction was over an elderly spinster neigh- 
bour who had been dominating her for some time and referred 
to her as “my adopted daughter.” She felt this woman had 
replaced her mother. 

It is interesting to note that at this stage her attitude towards 
her mother was beginning to change. The ensuing abreactions 
were mainly concerned with her marital difficulties, guilt over 
recent masturbation, her ambivalent attitude towards her father 
and her husband, and general feelings of frustration and 
hostility. 

From the eleventh abreaction she began to talk more freely 
about her mother, and at the fourteenth abreaction was show- 
ing resentment. She described her feeling of desolation and 
resentment when her mother suddenly left her in a boarding- 
school at the age of 7 and went abroad to her husband for two 
years. She also disclosed: “I was never allowed to have an 
opinion of my own.” Her mother did not approve of her 
marriage and “bred deceit "—‘‘ sex was taboo, and I had to 
do everything underground.” By the fourteenth abreaction she 
had lost 2 st. (12.7 kg.) in weight and was showing an appraisal 
of the situation regarding her mother. She was gradually free- 
ing herself from the mother’s dominating influence, and at the 
present time is continuing treatment. 


Case 2 illustrates the unsatisfactory mother-child rela- 
tionship often found in obese subjects. The trauma of the 
sudden breaking of this tie was sufficient to start off gross 
increase in weight. After a series of abreactions she was 
not only improved from the psychological standpoint but 
had lost 2 st. in weight without any other form of treatment 


Case 3 


A woman aged 48 was first seen in March, 1946, when she 
complained principally of obesity, “ blackouts,” headaches, fits 
of depression, swollen ankles, and insomnia. She stated that 
her weight went up from 11 to 16 st. (69.8 to 101.6 kg.) after 
the birth of her last child in 1942. Her periods were regular 
up to 18 months ago, but she had had only three scanty ones 
in the past seven months. 

Her father was a regular soldier and strict disciplinarian 
who would not allow her to answer back, and her mother is 
described as “ very sweet.” The patient, one of seven siblings. 
was brought up very strictly, knew nothing of sex or menstrua- 
tion, and was ignorant on such matters at her marriage. She 
had an excellent school record and, apart from smallpox at the 
age of 5, had good health. After the death of her first husband. 
when she was 26, she trained as a mannequin because she loved 
clothes, and did exceptionally well as a freelance for several 
years, but in 1932 her second husband compelled her to give it 
up. He bought her two tobacconist shops, which she managed 
successfully till 1939. The business failed early in the war and 
she became an ambulance nurse, but since her last confinement 
she has worked as a housing officer and Civil Service clerk. 
When well she is said to be full of confidence, energetic, hard- 
working, capable, a good mixer, over-conscientious, meticulous. 
fastidiously clean, and gay with a strong libido. 

Her first marriage, at 17, was a happy one and lasted nine 
years, when her husband died from pneumonia. There are 
three children of this marriage. The second marriage, five 
years later (1932), was a ghastly failure, and ended with the 
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husband’s suicide in 1937. He was an aggressive psychopath, 
terribly jealous and possessive, and constantly threatened to 
murder her and commit suicide. He insisted on perverted 
sexual relations with her, drank heavily, beat her, and on several 
occasions tried to gas her. She had a depressive spell with 
“blackouts” and loss of weight for some months after his 
death, but soon recovered her old interests and married a third 
time in 1939. 


The history of obesity dates from her confinement in 1942. 
She had toxaemia during pregnancy and underwent a prolonged 
induction of labour, during which she became very frightened 
and was convinced she was dying. In the puerperium she 
developed pneumonia and femoral thrombosis followed by 
emboli in the lungs and right kidney. At this time the hospital 
was bombed ; windows were blown in around her, and she was 
carried into the corridor. She was a semi-invalid for 18 months 
after leaving hospital, gained 2 st. (12.7 kg.) in weight during 
the first year and steadily after, despite constant anxiety and 
numerous traumatic incidents occurring throughout the war. 
Her son was reported killed at Arnhem in 1944, but she later 
learned that he had become a prisoner of war and that he had 
advanced tuberculosis. Another son was torpedoed three times 
and is badly disabled, and she had to help support both sons. 
Her home was blasted four times. She also underwent numer- 
ous stress incidents while on ambulance duty during the raids 
and in the flying-bomb periods, but she continued to work most 
of the time. Two years ago, soon after the return of her glider- 
pilot son, she became worried, was afraid to be alone at night, 
felt that her husband was turning against her, and became 
depressed. She could not concentrate; she became forgetful. 
and complained of occipital headaches, dyspnoea on exertion, 
sleep-walking, frequency, and “ blackouts” about once a fort- 
night. She also had transient unreality symptoms—“ a blank- 
ness of mind and a feeling of walking on water.” 


On examination the obesity was simple in type and was most 
pronounced on the buttocks. The cardiovascular system and 
C.N.S. were normal. Her blood pressure was 120/70. Urine: 
n.a.d. She was very tense, anxious, depressed, and hypo- 
chondriacal. She had previously reduced from 16 st. to 
14 st. 9 Ib. (93 kg.) by diet, but on admission weighed 
15 st. 14 Ib. (96 kg.). She was taking a well-balanced diet 
of approximately 2,000 calories. 


An intravenous sodium amytal narco-analysis was concerned 
with many distressing experiences, particularly in air-raids: in 
one flying-bomb incident she felt sure her young baby was 
killed. After the investigation she tended to dissociate. Some 
days later she abreacted under ether, and there was a violent 
emotional release with screaming and weeping. She had some 
amnesia for the flying-bomb incident, but knew she threw her 
baby under a falling chimney when she saw a bomb coming 
towards her. She wept freely after the abreaction and dis- 
‘sociated for about 15 minutes. She then asserted, “I feel a 
load off my mind,” but was unable to explain this. 


She remained in a tense state, and a week later again 
abreacted violently under ether. There was a most intense 
release of emotion when she described an attempted rape by 
her psychopathic second husband. He tore off her clothes and 
slashed her with a razor, demanding a child which she refused 
to give him. “He tore my inside out.” The next day he threw 
himself under a tube train and she identified his mangled body. 
She confessed to feeling guilt and responsibility since then, as 
she had threatened, and wanted, to kill him. During the abre- 
action she showed great rage and desire to kill him, and finally 
dissociated. Later she continually returned for reassurance that 
she was not responsible for his death and wept freely. 

A week later, under ether, she was again violent with fear, 
horror, and rage directed against her former husband. “I'll 
kill you,” and “ Go and kill yourself,” were phrases frequently 
expressed. She reiterated that her former husband was a beast, 
wept, and dissociated. 

Some days later, when interviewed, she said she could now 
talk about her former husband without feeling guilt. She also 





played the piano and sang, which she had not done for many 
years. and no longer felt that life was not worth living. 





a 
Menstrual flooding occurred after six months’ amenorrhoe, 
and it is of interest that she had a flooding lasting six ’ 
after her second husband’s attack on her, and she linked thi 
similarity with the severe abreaction over her husband. 5 

As some tension persisted she was again abreacted a Week 
later. This was even more violent than the others ; she 
an extreme pitch of excitement to the point of exhaustion, and 
showed little tendency to dissociate after coming round. She 
wept for some time and described her husband’s behaviour jp 
much greater detail. For the first time she returned to the ward 
without assistance. 

She was now much improved and no longer worried abou 
her second husband, but soon after became preoccupied with 
the flying-bomb incident previously mentioned. It was decideg 
to attempt to clarify that situation by further abreaction, She 
described working in her office one afternoon when a flying. 
bomb swished past the windows, which were then blown in 
and a filing-cabinet fell on her. When she arrived home she 
heard the sirens again and rushed out to reach her baby play. 
ing in the garden. A flying-bomb came down, and she held her 
child against the wall of a shelter. The bomb hit a near-} 
factory and she could see a chimney-pot coming straight at her 
She threw the child into the shelter and fell, and as she did go 
she believed the chimney had hit and killed the child. She Jog 
the use of her limbs and “ blacked out” momentarily, then 
heard the child cry and crawled to him. Immediately after 
this episode she became very hysterical and attacked her hus- 
band for not having been present. At this stage of her treat- 
ment she had lost 11 Ib. (5 kg.) in weight without dieting, and. 
although much better, she remained mildly tense and pre. 
occupied with the bombing incident and was abreacted a sixth 
time. Further details were clarified with good effect, and there 
was a marked easing of symptoms. She ceased to blame her- 
self, was able to travel in a tube train for the first time since 
her husband’s suicide in 1937, stopped sleep-walking, regained 
her former confidence, and continued to lose weight each week 


Case 3 is of special interest in that the patient 1. ‘2d to 
gain weight after numerous traumatic incidents connected 
with her psychopathic second husband: she actually los 
weight after his terrible and sudden death—a circumstance 
that can reasonably be attributed to relief and loss of 
tension. The psychological trauma that actually led to a 
rapid increase in weight was the bombing of the hospital 
in which she was a patient suffering from pneumonia during 
the puerperium. The abreactions in her case did not centre 
round the actual precipitating trauma, as it was found that 
sufficient affect was released by the incidents she brought 
up spontaneously whilst under treatment. 


Discussion 


Psychosomatic studies of simple obesity (Weiss and 
English, 1943 ; Dunbar, 1943) suggest that it is an “ organ 
neurosis,” its manifestation depending on constitutional 
factors and pre-existing fears. Fenichel (1945) in a psycho- 
analytical approach to the subject also regards obesity as an 
organ neurosis. He stresses the basic importance of exhibi- 
tionistic and pre-oedipal mother conflicts. “Oral grati- 
fication” is emphasized by many authors: the individual 
remains emotionally immature and overeats from early 
childhood. Psychological investigators into obesity in 
childhood emphasize the factors of lack of parental love 
with prolonged over-protection of the child (Bruch, 1940: 
Bronstein ef al., 1942; Gastineau and Rynearson, 1947). 
As Bruch points out, the child may go in for the pleasures 
of food if it does not get the pleasure of love from its 
parents. 

When an individual becomes obese for the first time i 
early adult life, oral gratification, as a result of latent con; 
ditioning, may again allay anxiety or conflicts. Schopbach 
and Matthews (1945) found that most of their cases had 
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— . . . 
emotional problems and tension which produced an urge 


eat, and if the urge was not satisfied the tension would 
7 t Freed (1947), in a study of 500 obese patients, also 
ant strong evidence that anything which increased 
pa tional tone increased the appetite for food. Personality 

pa have been carried out by various workers (Rennie, 
1940 ; Nicholson, 1946), and include patients who fail to 

respond to a dietetic regime. The practical result of such 
studies is the conviction that a psychotherapeutic approach 
is a useful treatment in these cases, and attempts have been 
made to resolve or ameliorate factors contributing to 
geurotic breakdown, such as family relations, environment, 
social and sexual maladjustments, prolonged tension, and 
insecurity. 

There is little mention in the literature of the influence 
of severe emotional stimulation in the rapid production of 
obesity. Bruch (1940) quotes Lichtwitz (1923) as observing 
during and after the 1914-18 war rapidly developing obesity 
in women who had been under severe mental stress. 
Liitzenkirchen (1924) described the case of a woman of 
29 who developed adiposity, diabetes insipidus, genital 
atrophy, and amenorrhoea after serious psychic traumata 
of long duration. The condition was thought to be organic, 
but some success was achieved in treating the case along 
psychological lines alone. Hochman (1938) illustrated the 
relation between severe emotional stress, such as the shock 
of the death of a parent or a financial reverse, and over- 
eating in six cases. Greene (1946) has recorded a fascina- 
ting example in which emotional stress led to obesity, and 
an improvement in the patient’s circumstances was followed 
by a reduction in her weight without any other form of 
treatment, although she abandoned her diet. Géilbert- 
Dreyfus (1948) published a survey of a large series of 
cases suffering from “ paradoxical obesity ” as a result of 
bombing, prisoner-of-war, or concentration-camp experi- 
ences, the increase in weight usually taking place over some 
weeks. The incidence was almost exclusively in women, 
and the trunk and abdomen were the sites mainly affected. 
There was considered to be evidence of water-salt retention, 
and a few abbreviated case records and an outline of 
treatment were reported. 

Our cases fall into a special category in that severe 
traumatic incidents seem to form the direct precipitant of 
sudden and marked simple obesity. The connexion between 
the obesity and this psychological trauma in time decided 
us to make use of abreactive techniques, the primary object 
of which is to relieve anxiety, tension, and aggression. The 
value of emotional release in “ traumatic” anxiety states 
by excitatory abreaction and the technique employed under 
ether has been described in previous papers (Sargant and 
Shorvon, 1945; Shorvon and Sargant, 1947). The patient 
relives and re-experiences the original trauma, and, if the 
abreactions are successful, traumatic incidents tend to lose 
their emotional significance and thus cease to worry the 
patient. Though preferable, it is not necessarily essential 
to abreact the specific incident or range all over the trau- 
matic incidents, and in practice we find that even an 
abreaction of a non-specific kind may produce sympto- 

matic improvement providing the emotional release is of 
sufficient intensity. We have applied the technique of ether 
abreaction to many obese patients of the kind under 
discussion, and this will form the subject of another paper, 
but the cases quoted above are examples of the method and 
results. There is a symptomatic improvement with pro- 
nounced easing of anxiety and loss of weight of from 
| to 2 st. (6.35 to 12.7 kg.). The method has the advantage 
of being quicker and more practicable than prolonged 
psychotherapy, and certainly requires fewer interviews. 


Some psychotherapy, however, is essential, as the implanta- 
tion of new ideas and reintegration of the abreacted patient 
are very important. There is reason to believe that patients 
treated in this manner are then more likely to be able to 
observe a strict diet if this is considered necessary, and 
drugs such as “ dexedrine ” (dextro-amphetamine) may be 
better tolerated. 

A brief analysis of the clinical findings and case histories 
of 12 women suffering from this syndrome is of interest. 
Anxiety, tension, giddiness, aggression, irritability, and 
depression are symptoms common to all, and many show 
hysterical features, such as “ blackouts” and “ fainting 
turns.” The majority had stern aggressive fathers and over- 
indulgent, over-protective, kindly- but “ cold” mothers, and 
they were brought up in a strict fashion. All assert that 
before marriage they were almost completely ignorant 
of sexual matters. A good example is the patient who 
developed an anxiety state at the age of 23 after she had 
been kissed, as she believed pregnancy took place via the 
mouth. It is therefore hardly surprising that among an 
emotionally immature group of this kind many experience 
little or no satisfaction in their sexual relationship, and 
maladjusted marriages are common. The death of a 
mother, an undesired pregnancy, or the near-miss of a 
bomb explosion were the most frequent immediately pre- 
ceding psychic trauma. Menstrual disturbances following 
the trauma occurred in some. One young woman still 
has a persistent amenorrhoea, although the precipitating 
incident occurred five years ago, but it is more common 
for patients to experience a temporary amenorrhoea of 
some months’ duration. 


In a personality assessment of this series we find certain 
traits common to practically all—namely, immaturity, 
impulsiveness, lability, and a poorly organized emotional 
life. They present a hysterical picture with a tendency to 
refuse to accept their inner urges or to express them in a 
satisfactory manner. Further personality studies, however, 
on control groups showing loss in weight are necessary if 
one is to get a clearer view why some patients put on 
weight rapidly under severe stress, whereas the majority 
appear to lose weight under similar circumstances. 


Summary 
The association between the sudden onset of simple obesity 
and severe psychiatric trauma is illustrated by three case 
histories taken from a larger series of cases. 


A fairly uniform personality pattern in these cases is 
described. 


The results of abreactive techniques in treatment are discussed, 
and it is suggested that they may provide a useful adjuvant or 
preliminary to the accepted forms of dietetic treatment in certain 
selected cases of obesity. 


Our thanks are due to Dr. P. M. F. Bishop, of Guy’s Hospital, for 
permission to study the first case, to Dr. E. A. Burkitt for his help 
in treating the third case, to Dr. M. Desai for the Rorschach 
personality studies, and to Miss Pemberton, dietitian, St. Thomas’s 
Hospital, for taking dietetic histories. 
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UPPER-LIMB PAIN DUE TO LESIONS 


OF THE THORACIC OUTLET* 
THE SCALENUS SYNDROME, CERVICAL RIB, AND 
COSTOCLAVICULAR COMPRESSION 


BY 


LAMBERT ROGERS, V.R.D., M.Sc., F.R.C.S. 
F.R.A.CS., F.A.CS. 


Professor of Surgery, University. of Wales 
(From the Surgical Unit, Welsh National School of Medicine) 


Cunningham calls the upper opening of the thorax the inlet, 
the lower opening the outlet. It is assumed that we are 
referring to the upper opening, for there can be few if any 
lesions of the lower one which produce pain in the arm. 
The Upper Opening of the Thorax.—The superior aper- 
ture of the thorax is a narrow opening which is bounded 
by the first dorsal vertebra, the first pair of costal arches, 





Fic. | Fic. 2 


Fic. 1.—With the four limbs on the ground the nerve trunks of the 
limb plexuses enter the limbs approximately perpendicular to their 
origin and are neither acutely angled nor stretched. 


Fic. 2.—With the assumption of the upright position the lowest of 
the nerve trunks of the forelimb plexus which leaves the thorax is 
angled acutely. The nerves to the lower limb pass almost vertically 
downwards and there is no tendency to angulation. 


and the manubrium sterni. From it issue the great vessels 
and nerves to the upper limb, and interference with them 
at their egress by certain structures may cause pain of two 
kinds: that of neuralgia or neuritis, or that of ischaemia. 


*Read in opening a discussion in the Section of Orthopaedics at 
oo fae eeting of the British Medical Association, Harrogate. 
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Pain in the Upper Limb 


Two questions to be answered are: (1) What structure, 
may. produce this interference and so cause this pain ? and 
(2) Why are these painful conditions relatively common ip 
the upper limb and uncommon or absent altogether in the 
lower limb ?—because we now have definite evidence tha 
sciatica, which of course is common enough, is not Pie 
any l¢sion at the pelvic outlet but to a radiculitis that is 
usually the result of an intervertebral disk lesion. 

Dealing with the second of these questions first, I Suggesi 
that it is man’s upright posture combined with the great ug 
of the forelimb when erect which causes the pain in the arm 
and accounts for its absence in the leg. As the erect Posi. 
tion is assumed there is an angulation of the structurg 
leaving the superior aperture of the thorax, so that they ar 
readily stretched across any abnormal or at times even nor. 
mal structure that may here form the boundary of the open. 
ing, whereas in the case of the lower limb the upright 
position undoes or opens out any such angulation of the 
neurovascular elements which enter the limb from th 
pelvis (Figs. 1 and 2). 


Character of the Pain 


Neural Pain—tThis is usually of a tingling or stabbing 
character and of ulnar distribution. It is due to the lowey 
trunk of the brachial plexus being stretched over and/or com. 
pressed against (a) a cervical rib, (b) a fibrous band correspond. 
ing to a rib (Fig. 3), (c) the medial tendinous lower fibres of the 
scalenus medius (those arising from the seventh cervical trans. 
verse process), or (d) occasionally an abnormal scalene muscle 
(pleuralis of Sibson, intermedius of 
Testut, minimus of Albinus) lying 
between the artery and the nerve 
trunk. 


The Scalenus Syndrome. — The 
part played by the scalenus anticus 
has been exaggerated, and simple 
division of this muscle may fail to 
relieve symptoms. The syndrome 
should be called the scalenus syn- 
drome and not the scalenus anticus 
syndrome, as so frequently the 
scalenus medius (also the scalenus 
minimus less often) plays a part in its 
production. At operation it is essen- 
tial to free the lowest trunk of the 
plexus from the rib, band, or tendin- 
ous scalene fibres over which it may 
be stretched. A frequent finding in 
these cases is an abnormal origin of 
the posterior scapular 
artery from the third part 
of the subclavian. The 
artery passes between the 
trunks of the plexus and 
tends to hold down the 
lowest trunk against the 
structure over which it is 
stretched (Fig. 4). 


Vascular Pain. — This is 
usually of a dull aching 
character, and is due to a 
relative ischaemia brought 
about by compression of 
the subclavian artery (the 
costoclavicular syndrome). 





Fic. 3.—Showing the 
relationship of the lowes 
trunk of the brachial 
plexus to the lower medial 
tendinous fibres of the 
scalenus medius. 
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thoracic opening is the consequence of the artery being com- 

ressed, when the arm is placed in certain positions, between 
the clavicle and either the first rib or a cervical rib. Elevation 
or depression of the shoulder may open out or diminish the 
space between the bones, according to the shape of the upper 
thoracic opening as modified by the abnormal rib (cervical or 
thoracic). While this is probably the explanation in most cases 
in which the syndrome is well developed, a minor degree of 
compression may be produced by the scalenus anticus, the 
artery being compressed between the contracted muscle in front 
and a rib or band or even the scalenus medius behind (Murphy, 
1906 ; Wingate Todd, 1911). 

An alternative hypothesis has been suggested by Wingate 
fodd (1913), Telford and Stopford (1930), and others, that 
irritation of the sympathetic fibres accompanying the lowest 
trunk of the brachial plexus may account for the vascular 
symptoms by inducing vasospasm, but there is little evidence 
in favour of this, and recently Sunderland (1948), of Melbourne, 
who has investigated the question by histological studies of the 
brachial plexus in some cases in which the syndrome had been 
present, finds no support for this view. 

Other Aetiological Factors.—In addition to abnormalities of 
the upper thoracic opening, certain other factors may contribute 
to the appearance or the severity of either the scalene or the 
costoclavicular syndrome by leading to the depression of 
the shoulder girdle and thereby increasing the angulation of the 
issuing nerve trunk and artery. This may come about as the 
result of: (1) The dropping downwards and backwards of the 
shoulder girdle which takes place in late adolescence. (2) A 
downward pull on the shoulder as by a post-bag (Maddox, 
personal communication, 1946) or, as was seen early in the 
war when respirators were worn constantly, the respirator strap 
(Rogers, 1941a, 1941b). Long ago, de Quervain (quoted by 
Cushing, 1903) noted that rifle drill produced the syndrome in 
some young recruits, and even the direct pressure of a violin 
on the root of the neck has been productive of symptoms (Sheen, 
1912). (3) Fatigue which may lead to an atonic condition of 
tke supporting muscles of the shoulder girdle. 


Diagnosis 

Diagnosis is usually evident. A young person who has 
numbness and tingling in the hand and fingers and along 
the ulnar border of the forearm, aching around the shoulder 
girdle, and flattening of the thenar eminence, whose symp- 
toms are relieved by elevating the arm, and -whose radial 
pulse may be obliterated or diminished in volume by stretch- 
ing the arm well above the head, presents a typical picture, 
particularly if the symptoms have developed in late adoles- 
cence, after losing weight, or after some unusual dragging 
on the arm or depression of the shoulder as in carrying a 
respirator. X-ray films may show the presence of cervical 
ribs or of large costal processes the ends of which are 
pointed and directed downwards and outwards. They may 
also indicate abnormalities of the thoracic inlet, and it must 
be remembered that the first rib may be the cause of symp- 
toms in some cases. Sometimes the subclavian artery can 
be seen elevated in the supraclavicular triangle so that its 
pulsations are apparent and may even resemble those of an 
aneurysm. 


Differential Diagnosis 


[he syndrome must be differentiated from ulnar neuritis, 
herniated cervical nucleus pulposus producing a radiculitis, 
and writers’ cramp. 


Ulnar Neuritis—In ulnar neuritis (for example, a lesion at 
the elbow) there is no flattening of the thenar eminence except 
in a few rare cases of ulnar innervation of the thenar muscles 
(Highet, 1943), there is no shoulder pain, the lesion is strictly 
confined to ulnar territory, and relief does not follow abduction 
of the limb. 


Cervical Disk Lesions—In cervical disk lesions the disk 
involved is usually that between C5 and C6 or that between 
C6 or C7, so that the root affected is either C6 or C7. Pain 
is more intense in the shoulder region; ulnar-sided pain or 
tingling is not present in the forearm or in the hand, and symp- 
toms usually appear at a later age. Radiology may show a 
narrowed disk space between the vertebrae. Elevating the head 
—pressing upwards below the mastoids—may relieve the pain 
during an attack, and further differentiation may be provided 
by the abduction test. 

Writers’ Cramp.—This has a hysterical background which is 
often elicited on cross-examination—e.g., it occurs only when 
writing Service or business letters and not when writing for 
pleasure, and there is an absence of the precise mechanical 
picture presented by the patient with a scalene syndrome. 

The Abduction Test.—lf the signs and symptoms are due 
to the scalene syndrome or a cervical rib they are produced 
by a chafing action of the lowest trunk of the brachial 
plexus over the rib or the band representing it. If the nerve 
trunk is therefore lifted off the rib or band and kept thus 
elevated, the condition is alleviated. This may be achieved 
by placing the arm at rest in abduction on an aeroplane 
splint and so maintaining it for a few days. 


Treatment 


Non-operative-—In early and mild cases relief may be 
obtained by splinting and rest followed by exercises designed 
to develop the elevating musculature of the shoulder girdle. 
In more persistent cases, in which the abduction test has 
confirmed the presence of a chafing structure below the 
lowest trunk of the brachial plexus, operation is indicated 


Operative.—This consists of exploration of the region of 
the lowest components of the brachial plexus and also the 
subclavian artery in its three parts. A straight incision run- 
ning upwards and outwards across the root of the neck in 
a crease-line just above the clavicle gives adequate access 
If care is taken to free completely the artery from com- 
pression and the lower side of the nerve trunk from chafing 
or other irritation, the results of operation are excellent 


Comment 


The views here expressed are derived from my experi- 
ence of 33 operations which in the past twelve years I have 
performed for the scalene syndrome or costoclavicular 
compression. Eight operations were performed for ' 
cervical rib, 25 for the scalene syndrome. These 33 
operations represent 30 patients. Bilateral operations 
were performed in two—in the one case separated by an 
interval of four months, in the other by one of 11 years. 
These were both cases of scalene syndrome in which a 
second operation on the other side was requested because of 
the benefit obtained from the first operation. In another case 
[ performed two operations on the same side because of a 
return of symptoms due to adhesions. Three other patients 
had been operated upon previously by other surgeons. In 
One a cervical rib had been removed on the left side, and 
as similar symptoms occurred on the opposite side she 
requested removal of the rib on that side also ; the other 
two cases were recurrences due to the lower side of the 
lowest trunk of the plexus not having been freed from its 
source of irritation. Of my 30 patients, 17 were women, 
13 men ; their ages varied between 17 and 55. One patient, 
a man of 45, was in jeopardy with gangrene of his finger- 
tips and a subclavian aneurysm due to the artery being 
damaged by costoclavicular compression. I resected the 
aneurysm and left the rib. He has been well and doing 
hard work in a motor garage for nine years since the 
operation. 
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Conclusion 


The scalene syndrome is of commoner occurrence than 
cervical rib in producing pain in the upper limb, and when 
symptoms are persistent it is not enough merely to divide 
the scalenus anticus, because the lowest trunk of the brachial 
plexus may still be stretched over and from time to time 
chafed by an underlying rib or band, or by the medial and 
tendinous lower fibres of the scalenus medius or an abnor- 
mal scalene muscle. It is necessary to divide any such 
structure so as to free completely the lowest trunk of the 
plexus, exploration of which is therefore the indication and 
not merely anterior scalenotomy. Similarly, where the 
subclavian artery is elevated over and compressed between 
an abnormal rib behind and the scalenus anticus in front, 
the part of the abnormal rib lying below and behind the 
artery must be removed so that the vessel is free to sink 
down on to Sibson’s fascia. Only if these principles are 
applied in operating on cases of pain in the upper limb due 
to lesions of the thoracic operculum may we expect results 
that are wholly satisfactory. 


Summary 


Pain in the upper limb due to lesions of the upper thoracic 
opening may be the result of compression of the subclavian 
artery (the costoclavicular syndrome), or irritation by a band, 
rib, the scalenus medius, or an abnormal scalene muscle of the 
lowest trunk of the brachial plexus stretched over it and com- 
pressed from in front by the scalenus anticus (the scalene 
syndrome). 

Similar pain does not occur in the lower limb, because acute 
angulation of the nerve trunks leaving the pelvis does not occur 
as in the case of the neurovascular bundle leaving the thorax. 
This angulation in the case of the upper limb and its absence in 
the case of the lower limb is due to the upright posture. 

Elevation of the limb to a right-angle will usually relieve 
symptomis, indicating that similar relief can be obtained from 
operation. 

Operation is best performed through an incision above the 
clavicle crossing the posterior triangle of the neck. 

Anterior scalenotomy is not enough. The under surface of 
the lowest trunk of the plexus must be cleared so that no 
further chafing action of this nerve trunk can occur. 


I am indebted to my friend and colleague Mr. Cecil Lewis, 
F.R.C.S., for the accompanying drawings. 
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The Scottish Society of the History of Medicine, which was 
founded in April, 1948, has just issued its first annual report. 
There are already 75 members of the Society, and it is hoped 
that this number will increase. The sixth meeting, and the 
first annual meeting of the society, was held in the council 
room of the University of Edinburgh on October 1, 1949. 
It took the form of a discussion on “The Teaching of the 
History of Medicine.” The subject was introduced by the 
president, Dr. Douglas Guthrie, followed by Dr. W. D. D. 
Small, P.R.C.P.Ed., and Mr. Denys Hay, lecturer on history 
and director of studies in the Faculty of Arts. A large number 


of members took part in the discussion, and the honorary sec- 
retary, Dr. H. P. Tait, brought the meeting to an end with a 
brief review of the opinions which had been expressed. 
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Penicillin is widely used in general practice and in the out- 
patient departments of hospitals for the treatment of acute 
staphylococcal infections of the. skin and subcutaneous 
tissues, but as yet the dosage employed in different hospitals 
varies widely. 

One school, of which the chief protagonist has been 
Eagle, believes that the aim should be to maintain a bac. 
tericidal level of penicillin in the blood, and hence in the 
tissues, continuously throughout treatment. This belief is 
based (Eagle, 1948) on the principle that the frequency of 
penicillin administration should depend on the generation. 
time of the micro-organism concerned. If too long a period 
after administration is allowed the blood will become free 
from penicillin and surviving organisms will be able to 
multiply. If this is permitted for only a brief period the 
effect of treatment will merely be counteracted in part; if, 
however, too long an interval is allowed the effect of treat- 
ment may be counteracted by the supervening multiplica- 
tion of organisms. This view receives tacit support from 
the fairly general practice of treating out-patients with large 
doses of penicillin once or twice a day, and admitting to 
the wards serious cases, or those which do not improve, 
for treatment with three-hourly injections. 

On the other hand, clinical reports in ever-increasing 
numbers suggest that penicillin given in large doses daily 
or twice daily is effective for staphylococcal infections. 

For instance, Wheatley (1947) treated seven cases suc- 
cessfully, in six of which single daily doses of not more 
than 200,000 units of penicillin were employed. D’Abreu, 
Flood, and Hewitt (1947) and Barclay (1949) report some 
benefit from the use of spaced doses in the treatment of 
septic hands, although in the last group systemic penicillin 
was combined with local penicillin. 

The object of this paper is to describe a clinical investi- 
gation in which acute septic infections of the skin and 
subcutaneous tissues, mainly staphy!ococcal, have been 
treated by one of two methods, the first designed to keep 
a low penicillin concentration in the blood throughout 
most of the 24 hours, the second to produce two high con- 
centrations of penicillin in the 24 hours, allowing the blood 
to become free from penicillin during an appreciable part 
of that period. The opportunity has also been taken to 
make some general observations on the treatment of 
infections of this type. 


Methods of Treatment 


The first group of patients was given a single daily intra- 
muscular injection of 300,000 units of procaine penicillin 
in arachis oil, an amount which has been shown to produce 
low concentrations throughout most of a 24-hour period 
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in the majority of patients (Jones and Shooter, 1948) ; the 
second group received two intramuscular injections of 
300,000 units of sodium penicillin in saline in the day. In 
the latter method penicillin was given when the patient 
was first seen, and subsequently between 9 and 10 o’clock 
in the morning and at 5 o'clock in the afternoon. In 
this way two high penicillin levels were produced each day 
and there was a total period of 8 to 14 hours in which no 
penicillin would be detectable in the blood. Both forms 
of treatment were continued for five days. In a small 
aumber of cases the treatment was continued for a few 
extra days. 

A smaller group of patients, not included in the main 
series, was treated with 300,000 units of procaine peni- 
cillin in arachis oil with 2% aluminium stearate. These 
injections were given once every two days. 

As local treatment, sodium sulphate (124%) dressings 
and, in some cases, kaolin poultices were used, and immobi- 
lization of the affected part was advised. Lesions were 
incised only when necessary, with minimal incision. Boils 
and carbuncles were never so treated. In general it can 
be said that the local treatment in the two series followed 
exactly the same lines. without reference to the type of 
penicillin used. 

All the patients were seen by one of us (E.G. or P.F.J.), 
usually at daily intervals, and never less frequently than 
once in three days. Clinical findings were recorded on a 
special form. As a rule swabs were taken from lesions 
before beginning treatment, but when the lesion was not 
open at the start it was swabbed as soon as possible after 
it had begun to discharge. Subsequent swabs were taken 
at five-day intervals until the lesions healed. 


Conditions Treated 


The patients treated were those attending the out-patient 
department of the hospital suffering from acute staphylo- 
coccal infections of the skin and subcutaneous tissues who 
required penicillin for treatment. Patients attending during 
the first month were allotted to the procaine penicillin series 
and those in the next month to the saline penicillin series, 
and this alternation was continued throughout the trial. 
In view of the ample evidence of the value of penicillin in 
the treatment of staphylococcal infections it was not con- 
sidered justifiable to deprive patients of the antibiotic in 
order to provide a control series. 

The types of infection treated are given in Table I. 


fasLe 1.—Types of Infection Treated (116 Patients in Each Group) 




















we: Procaine Saline 
Condition Penicillin | Penicillin Total 
Boils .. = a je “a 32 23 55 
Cellulitis a ac ‘as 15 13 28 
All carbuncles except dorsal finger 

carbuncies .. * as oe 23 25 48 
Dorsal finger carbuncles me = 6 8 14 
Other conditions ea hes a 40 47 87 
Total infections - 4 116 116 232 

| ; 





Patients who took their discharge while under treatment 
were not included in either series; neither were those 
patients with infected burns, chronic osteomyelitis, and 
hand infections (other than dorsal finger carbuncles) who 
were treated with penicillin while this trial was in progress. 
The final category in Table I, “ other conditions,” included 
those lesions which were not numerous enough to form 
separate groups, and comprised such conditions as lymph- 
adenitis, abscesses, and erysipelas. 
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Comparison of Lesions in the Two Groups 


Dealing with such a heterogeneous collection of infec- 
tions, it has been difficult to ensure that the two series of 
cases were comparable, and some lesions were included 
in one series which had no strict parallel in the other. In 
an attempt to compare lesions in the two series the approxi- 
mate diameter or greater transverse measurement of the 
area of redness 
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treatment (time 

to —_ treatment), EXTENT OF INDURATION 

are given in Sin. 1 

Table II. Fig. 1 

shows diagrammatically the extent of induration. All three 
findings were not always recorded for each patient. In the 
table the means are based only on the patients for whom 
the findings were recorded. 






































_* The apparent inconsistency shown here is due to the fact that for one patient 
with a large indurated area the redness was not recorded. 


TABLE I] 
| Mean Time to Mean Mean 
| Treatment Redness Induration 
(Days) (in.) (in.) 
Procaine | Saline | Procaine | Saline | Procaine Saline 
Peni- Peni- Peni- Peni- Peni- Peni- 
cillin cillin cillin cillin cillin cillin 
Boils .. 5 ia 3-5 3-7 1-5 1-3 1-1 1-1 
Cellulitis .. - 67 | 41 2-6 29 1-3 1-6 
Carbuncles of neck .. 7100=«| C79 1-7® 2°5 2:0* 2:1 
All carbuncles except | | 
dorsal finger car- } | 
buncles .. eh 5:8 $3 | 1-8 25 | 1-7 1-9 
Dorsal finger car- \ 
buncles_.. iol 6:0 3-9 1-8 1-7 1-2 1-0 
Other conditions ::| 48 | 46 | 21 | 21 | 16 | 1-4 
49 as} @ | 24 | 1-4 


All conditions . . | | 





Results of Treatmert 


As a criterion of the results of treatment, the time 
between onset of treatment and the relief of pain, and the 
healing time, which was defined as the time from the start 
of treatment to epithelization, have been taken. These times 
are given in Table III and diagrammatically for the 
individual groups of lesions in Fig. 2. Information was 
not recorded in every case, and the figures in parentheses 
indicate the number of cases on which the mean times were ~ 

















Taswe III 
Mean Time to Relief of Mean Healing Time 
Pain (Hours) (Days) 
recy are | cam | Pz] alae | a 
- eni- i- - 
cillin | cillin | ©8°° | citin | ciflin | Cases 
Boils Ks .. | 28 (19) | 24(17)| 26 G3 8-2 (29) | 7:9 at 8-0 (50 
Cellulitis .. .. | 35 (5) | 24(10)| 27 (15 8-4 3) 7-3 (12) | 7:9 (2 
Carbuncles of neck _ 39 (6) | 38 (10) | 13-1 (10) | 12-3 (7) | 12-81 
All carbuncles ex- 
cept dorsal finger 
carbuncles .. | 35 (9) | 27(22))| 29 (31) | 14-7 (22) | 11-9 (23) | 13-2 (45) 
Dorsal finger car- 
buncles .. | 28 (5) | 1907) | 23: (12) | 12-0(5) | 12-3(8) | 12-2 (13) 
Other conditions .. | 28 (19) | 27 (35) | 27 (54) | 8-9 (38)| 7:5 (45)| 8-1 (83) 
All conditions .. | 29 (57) | 26 (91) | 27 (148), 10-0(109)} 8-8(109)| 9-4 (218) 
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healing time. 
Table IV gives 
the mean heal- 
ing times for 
both series to- 
gether, corresponding with days before patients sought 
treatment, where this information was recorded. 

Two groups of lesions which responded similarly in both 
series merit further comment. 


MEAN HEALING TIMES 


C——) PROCAINE PENICILLIN 
CONS) PENICILLIN IN SALINE 


Fie. 2 








TaBLe IV 
Mean Time to Treatment : Mean Healing Time 
(Days) Number in Group (Days) 

-1 | 14 5-4 
-—2 43 76 
—3 35 9-5 
4 22 10-2 
-5 22 9-5 
—6 16 9-8 
-7 15 12-9 
—14 20 13-0 
14+ 1 14-0 








The correlation coefficient between mean time to treatment and mean healing 
time is 0-27, which is significant (p < 0°05). 


Carbuncles 


These have been among the most satisfactory infections 
to treat. In all cases treatment has been entirely conserva- 
tive, and the relief of pain and toxaemia has been remark- 
able. Usually within two days, sometimes within hours, 
the surrounding area of redness disappeared and the 
induration softened. Finally, with separation of the slough 
the lesion was left as an area of healthy granulation tissue. 
with no reaction in the surrounding skin or connective 
tissue. Some carbuncles responded with exceptional speed 
and seemed to be completely absorbed, without slough 
formation. No complications of any kind were seen in 
this series 

Dorsal Finger Carbuncles.—The importance of the 
dorsum of the proximal phalanx as a site for carbuncular 
lesions seems to be insufficiently recognized. Donald (1948) 
and Pilcher et al. (1948) are among the few authors who 
specifically mention these lesions, which, we have found. 
are generally diagnosed as boils and sometimes treated by 
incision, with disappointing results. If not treated with 
penicillin they tend to pursue a chronic course and are 
apt to give rise to complications such as osteomyelitis, 
stiff finger, and tender scar (Pilcher et al., 1948). No 
complications followed in the 14 cases treated. 


Cases Treated with Procaine Penicillin and Aluminium 
Stearate 


A small group of 24 patients was treated with 300,000 
units of procaine penicillin in arachis oil with 2% 
aluminium stearate, this amount being given when the 
patient was first seen and repeated every two days. The 
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infections treated comprised boils, carbuncles, ang 
abscesses. Although in 22 of the patients amounts of 
penicillin which could be assayed were present in the blood 
towards the end of the first 24 hours of treatment, and jp 
the blood of 10 of the 11 patients tested towards the end 
of the second 24 hours, the clinical response was uNsatis- 
factory. After six of the 24 patients had been transferred 
to treatment with procaine penicillin with successful results 
no further patients were treated with procaine penicillin 
containing 2% aluminium stearate. 


Bacteriology 


All the swabs were sown direct on to horse-blood agar 
plates from which two cups had been cut with a cork. 
borer. After inoculation the cups were filled with 1 unit 
per ml. and 10 units per ml. of penicillin respectively. 
Staphylococci which after subculture from the primary 
plate coagulated plasma in a tube were described as 
Staphylococcus pyogenes. Penicillinase production was 
noted from the primary plate by the method described by 
Waterworth (1948). ' 


The results of the swab examinations when organisms 
were grown are given in Table V. 


TABLE V 
Organisms Isolated from Initial Swabs Cases 
Staph. pyogenes, penicillin-sensitive ais bei eas ie) 
Staph. pvogenes, penicillin-resistant a ne an ne 13 


Gram-negative bacilli ae ae ‘i , sa 
Haemolytic streptococci ro vn in id re «* 1) 

Of the eight Gram-negative bacilli isolated, two proved 
to be Proteus and one Ps. fluorescens ; six were not identi- 
fied. Of the 11 haemolytic streptococci, only two occurred 
in the absence of Staph. pyogenes. 

A further 231 swabs were examined from patients during 
the course of treatment, and four more Gram-negative 
bacilli were recovered which were not present in the initial 
swabs. One of these was Proteus and one Bact. coli (inter- 
mediate type II); two were not identified. From only 
one of these subsequent swabs were haemolytic streptococci 
isolated when they had been absent originally. 


General Observations on Treatment 


During the course of this investigation it was our imprey- 
sion that the cases in the two series were responding in 
much the same way, and this has been confirmed by statis- 
tical analysis, there being no significant difference between 
any of the groups in either series. The two series were 
tested for differences in mean (t) and differences in distribu- 
tion (x?) in all groups. The apparent consistency with which 
the healing times for the saline penicillin series were shorter 
than the healing times for the procaine penicillin series, 
shown in Table III, was also shown not to be significant 


Three observations were made which had no bearing on 
the main course of the investigation, as the facts observed 
occurred in both series. The first was that when the pain 
was relieved it sometimes went very quickly—at one 
moment it was there and within half an hour it had 
almost entirely gone. The second observation was that in 
many cases the original purulent lesion was replaced by 
apparently healthy granulation tissue in a fairly short 
time, and it took as long again for this comparatively small 
area to be covered by epithelium. This was particularly 
noted in the boils and carbuncles, and accounted for a 
considerable part of the healing time. 

Thirdly, it was interesting that in some of the lesions 
coagulase-positive staphylococci could be demonstrated 
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before and during treatment, persisting until the lesion 
healed ; this persistence apparently did not influence clinical 


recovery. 

Discussion 

Judged by the results obtained in the two main series of 
cases it would appear that an equally satisfactory response 
can be obtained in the treatment of out-patients by the 
yse of either daily injections of 300,000 units of procaine 
penicillin in arachis oil or twice-daily injections of 300,000 
units of penicillin in saline. It would therefore seem that 
for treatment of infections of the kind described a continu- 
ous bactericidal level of penicillin in the blood is not 
necessary. 

Our experience of the use of 300,000 units of procaine 
penicillin with 2% aluminium stearate was not extensive, 
but it appeared that while clinical improvement took place 
it did not occur as rapidly as in the patients treated with 
procaine penicillin or with penicillin in saline. This*sug- 
gested that persistence in the blood had been obtained 
at the expense of adequate blood concentration. The pre- 
paration containing aluminium stearate may well provide 
excellent treatment for infections caused by more sensitive 
organisms than staphylococci, but for the treatment of 
staphylococcus infections there would seem to be a place 
for a preparation of procaine penicillin, with or without 
aluminium stearate, which also incorporated crystalline 
penicillin to provide a high initial blood concentration. 

The number of cases with resistant staphylococci was 
too small to allow of their being placed in a separate group, 
and, although it would have been highly desirable, no 
comment can be made on the response of such cases to 
treatment withpenicillin. At present the number of infec- 
tions in out-patients due to penicillin-resistant staphylococci 
is small, but in view of the growing number of reports of 
the increasing proportion of resistant strains in hospital 
wards it is likely that these infections may in time present 
a serious problem. 

The number of lesions in which Gram-negative bacilli 
were present was also small, and there was no evidence 
in this series of cases that infection with Gram-negative 
bacilli played any major part in delaying healing. 


Summary 


The results of a clinical investigation are presented in which 
116 patients with acute septic infections of the skin and sub- 
cutaneous tissues, mainly staphylococcal, were treated with daily 
injections of 300,000 units of procaine penicillin and a similar 
number of patients were treated with twice-daily injections of 
300,000 units of penicillin in saline. 

No significant difference between the response to treatment 
of these two groups was detected. 


We would like to thank Professor Sir James Paterson Ross and 
Professor L. P. Garrod ~*~ the advice and encouragement they 
have given us; Miss Deal, Sister in charge of the surgery, and the 
nursing staff for their co-operation; and Miss M. Rhodes and Mr. 
R. Andrew for technical assistance. The procaine penicillin used 
was supplied by Messrs. Glaxo Laboratories, to whom we are 
indebted for the supply of procaine penicillin with 2% aluminium 
stearate. 
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“ NEO-EPININE” IN THE DYSPNOEA 
OF COAL-MINERS 


BY 


Cc. KELMAN ROBERTSON, M.D., D.P.H., F.R.C.P.Ed. 
Assistant Physician, Royal Infirmary, Edinburgh 


The most outstanding symptom of the pneumoconiosis of 
coal-miners is dyspnoea. This symptom occurs in mild 
degree in the earliest stages of the disease, but progresses 
over a period of years to such an extent that it may wholly 
incapacitate. In the advanced stages of anthracosilicosis 
gross pulmonary fibrotic changes have taken place, and in 
order to compensate for such loss of healthy functioning 
lung tissue respiration is speeded up and therefore dyspnoea 
becomes marked. In the beginning, however, the breath- 
lessness is more difficult to explain. It could be attributed 
to various factors such as early bronchitis, focal emphy- 
sema, the psychic outlook of the patient, or a possible 
bronchospasmodic effect of siliceous matter. 


As it was considered probable that some of the 
dyspnoea might be due to bronchospasm, alone or asso- 
ciated with emphysema, it was decided to try the effect 
of the most potent modern bronchodilator available. 


Konzett in 1940 described the pharmacological actions 
of homologues of adrenaline and noted that the isopropyl 
derivative had a powerful relaxing effect on, bronchial 
muscle spasm. The relaxant power of this derivative was 
considered to be 10 times stronger than that of the parent 
substance adrenaline. Little or no clinical application of 
this knowledge was made in this country until last year, 
when Herxheimer (1948) recorded his favourable findings 
with “ aleudrine ” (isopropyl adrenaline) in cases of asthma, 
although satisfactory reports had been forthcoming in the 
intervening years from the Continent (Stolzenberger-Seidel, 
1940 ; Quitschal, 1942) and the United States (Segal and 
Beakey, 1947 ; Charlier, 1947). 


Present Investigation 
In order to assess the merits of such a bronchodilator 


in this disease 58 colliers, all complaining of shortness of 


breath in some degree or other, were investigated. The 
preparation used in the experiment was isopropyl-nor- 
adrenaline sulphate, “ neo-epinine ” (Burroughs Wellcome 
and Co.), which is chemically dl-a-3 : 4-dihydroxyphenyl-B- 
isopropylaminoethanol sulphate, and which is known to 
have the therapeutic quality of enhancing vital capacity. 
The neo-epinine had for convenience to be used in tablet 
form, each tablet containing 20 mg. of the drug. Strict 
instructions were given regarding slow sublingual dissolu- 
tion and the swallowing of as little saliva as possible. Inert 
tablets of exactly identical appearance were also supplied 
by Messrs. Burroughs Wellcome and were used in all cases 
for the first week of treatment and when it was thought 
that functional factors were clouding the issue. 


Type of Case.—No special attempt was made to select 
any particular type of anthracosilicotic so far as age- 
grouping, radiographical grading, length of time in mines, 
etc., were concerned. The youngest man was 33 years old, 
the oldest 65, and the average age for the whole group 
56.3 years. Radiographical grading, international classi- 
fication (International Labour Office. Studies and Reports, 
1930), was: 29 showing partial distribution of linear 
shadowing and an early indication of nodulation (Ia), five 
more widespread shadowing (Ib), five generalized but still 
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discrete nodulation (Ic), and five increase in number and 
size of discrete shadows with a tendency to confluence (II). 
Those that could not be classified according to this stand- 
ard were regarded as: emphysema, five ; bronchitis, five ; 
and negative, four. If, however, cardio-renal disease was 
thought to play any part in the development of the 
dyspnoea, then such patients were considered to be unsuit- 
able for investigation. The criteria for the test were simply 
(1) that the man was or had been working in the coal- 
mines for many years, and (2) that his main complaint was 
shortness of breath which could be attributed to his work, 
no other cause being found. 


Routine Adopted 


At the first visit of the patient to hospital the following 
details were recorded: (a) careful medical and occupa- 
tional history ; () clinical examination ; (c) urinanalysis ; 
(d) Hb percentage, leucocyte count, erythrocyte sedimenta- 
tion rate, sputum examination, blood urea, and electro- 
cardiography if considered necessary ; (e) vital capacity 
estimation ; (f) x-ray examination. 

It was at this time explained to the man that as his 
chief complaint was shortness of breath we were going to 
try to improve this by means of tablets, but that we would 
need his careful co-operation and he would be required 
to report back to hospital each week for a period of five 
or six weeks so that we might assess his progress. He was 
then given a seven-days supply of inert tablets, being told 
to take one three times a day, with the already noted 
injunction about slow sublingual melting. On the suc- 
ceeding visits the patients were given a weekly supply of 
neo-epinine after the vital capacity had been recorded. It 
was considered that the study of the vital capacity would 
be the most valuable estimate of the effect of the drug. 
Especial care was taken on all occasions to allow each man 
plenty of time to explain exactly how he felt and what 
effect, if any, the new drug had on his breathing and 
general feeling of well-being. 


Results 


It was found, during the test period when the patients 
were having the inert tablets, that there was on the average 
a slight increase in the vital capacity but not such as could 
not be ruled out by experimental error. With neo-epinine, 
however, there was an actual average increase of 236 ml. 
Irrespective of vital-capacity estimations, the comments of 
the patients were interesting, as 44 admitted improvement, 
11 considered that their condition was unchanged, and one 
said that he felt worse; two did not complete the test. 
The 44 who felt better were further classified according to 
their expressions of well-being : 17 were enthusiastic about 
the effect of treatment, another 17 said they were better 
but thought that they could still make more of it, while the 
remaining 10 thought that they had improved a little, 
though they still complained of symptoms such as shortness 
of breath on hurrying, ascending hills; etc. 

As was to be expected, the commonest side-effect com- 
plained of with neo-epinine was palpitation ; this, however, 
was always a transient feature, lasting only a matter of 
10 to 15 st bas after taking the tablets. Other passing 


complaints were shakiness, giddiness, and flushing. 

The inert tablets did not give rise to any untoward 
symptoms. It has to be noted that no attempt was made 
to vary the dose of the drug according to the severity of 
the dyspnoea, and whether or not any degree of tolerance 
arises with the use of this drug in such cases cannot at 
present be stated. 


“ NEO-EPININE” IN DYSPNOEA OF COAL-MINERS 
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Summary 

On the assumption that dyspnoea in the earliest Stages of 
pneumoconiosis might be due to bronchospasm associated wid 
focal emphysema it was considered desirable to try the eff, 
of a bronchodilator. It was thought that the iso-propyl ae 
tive of adrenaline, a powerful bronchial antispasmodic might 
prove useful in these cases. ! . 
Fifty-eight colliers complaining of breathlessness were give 
inert tablets for one week, followed by neo-epinine tablets for 
four weeks. It was found that there was little or no difference 
in vital-capacity estimations with the inert tablets, but after 
neo-epinine had been taken for four weeks there was an 
average increase of 236 ml. 

Forty-four of the men commented upon a feeling of improve- 
ment in varying degree while under treatment. Although there 
was an average increase in the vital capacity with this drug, it 
is realized that some of the improvement could be “ spiritual . 
as in Fletcher’s (1948) classic description of such cases. : 

Toxic effects of the drug are noted. 


I am indebted to Dr. A. Fergus Hewat for kind co-operation and 
permission to establish an out-patient pneumoconiosis clinic attached 
to his wards; also to Professor D. M. Lyon for much helpful 
criticism of this paper. 
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RECTAL HAEMORRHAGE ASSOCIATED 
WITH INFECTIOUS MONONUCLEOSIS 


BY 
P. ECKSTEIN, M.D., B.Chir. 
AND 


A. L. P. PEENEY, M.R.C.S., L.R.C.P. 
(From the Department of Anatomy, Medical School, and 
Department of Clinical Pathology, Queen Elizabeth 
Hospital, Birmingham) 


Rectal bleeding in the course of glandular fever is so rare 
an occurrence as to warrant a brief description. 


‘Case Report 


The patient, a man aged 34, gave no relevant previous history 
and had never manifested any haemorrhagic tendencies. He 
suffered a typical mild attack of glandular fever during which 
there was no jaundice or severe malaise and the temperature 
did not exceed 100° F. (37.8° C.) at any time. Generalized 
lymphadenopathy affecting the glands of the neck, axillae, and 
groins was first noticed on the fifth day, following an ill- 
defined influenza-like onset. On that day the patient sought 
medical advice at hospital, where a palpable spleen was found 
and the ciinical diagnosis of infectious mononucleosis confirmed 
by a blood examination (see Table). 

Subsequently the patient seemed to make a satisfactory 
recovery, becoming completely apyrexial on the seventh day 
and getting up for a short period during the ninth. However, 
later in the evening of that day, while micturating, he passed 
some bright, partly clotted blood per rectum. The bleeding 
was not profuse and could be stopped by rest, but it was im- 
mediately brought on again by straining such as passing urine 
or flatus. This condition persisted during the night and the 
following morning (the tenth day), when the patient presented 
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Laboratory Findings 
Day of Disease | 2 Months 
— after 
Clinical 
Sth 10th 14th | 23rd Recovery 
(85th Day) 
rere ay 
Ss e 
Brythrorytes “PE* | 5,990,000 | 4,910,000 | 4,530,000 | 4,630,000 | 5 590,000 


m.) oe +? , 9 

bin (g.%)_ |16-6 (120%)] 13°6 (98%) | 12-4 (902%) | 12-7 (92%) [15-5 (112%) 
Hanada 1-00 1-00 0-99 099°" |” “1-00 “° 
Leucocytes (per 


cmm.) .. 15,300 9,450 8,700 8,600 6,800 
Polymorphs_.. is o% — 283% 37-25% 55-3% 
Besiaophile —_— 1-:0% 4-25% 47% 
Basophils me 0. ‘or — 0:3% 05% 0:7% 
Lymphocytes .. | 387% = 59-0% 43-75% 33-0% 
Monocytes. | 31-7% _- 9-7% 14-25% 63% 


Atypical ** mono- 
nuclear cells” 10°3% — 1:7% 0% 0% 
Toul mononuclear 
cells 80-:7% —_ 70-4% 58-0% 39-3% 
N 202,000 N N N 





Platelets (per c.mm. ) 
Prothrombin time . 13 secs. 
Prothrombin time 

(normal control) 15 secs. 
Heterophile antibody 

(Davidsohn’ s _ 

nique) .. . 1: 448 

















N = Normal in films. 


himself at hospital and was admitted at once. An immediate 
sigmoidoscopy merely confirmed the occurrence of active bleed- 
ing from above the pile-bearing area of the rectum, but failed 
to locate an actual bleeding site. 

Treatment was conservative and consisted of complete rest 
in bed, a strict ulcer diet, and 10 mg. of vitamin K three times 
a day. During the night following admission one motion con- 
sisting almost entirely of clotted blood was passed. From then 
onwards active bleeding stopped. Altered blood in diminishing 
quantities was present for two more days, after which the faeces 
became normal and clinical progress was rapid. It is estimated 
that the total blood loss sustained during the 36 hours of active 
though intermittent bleeding amounted to at least 4 pint 
(284 ml.). 

On the fifteenth day sigmoidoscopy was repeated after proper 
medical preparation. The instrument was passed to 1 in. 
(2.5 cm.) beyond the pelvi-rectal junction, where faecal matter 
was encountered. A thorough search failed to show any abnor- 
mality of the rectum. Finally, a full radiological examination 
of the alimentary canal, including barium enema and “ follow- 
through,” was carried out, again without revealing any 
pathological condition. 

The patient was discharged-on the twenty-second day after 
the onset of symptoms. At that time the enlargement of the 
lymph glands and spleen had almost completely subsided. 
There has since been no recurrence of the bleeding, and the 
patient has remained well up to the time of writing—a period 
of over twelve months. 


Discussion 

Haemorrhagic manifestations varying from epistaxis to 
purpuric lesions are well recognized among the rarer com- 
plications of infectious mononucleosis (Tidy and Morley, 
1921; Downey and McKinlay, 1923; Bernstein, 1940). 
However, rectal bleeding seems to be almost unknown. It 
is not mentioned in any of the current textbooks or in 
recent reviews (e.g., Contratto, 1944; Bethell, Sturgis, 
Rundles, and Meyers, 1946; Gardner and Paul, 1947). 
Only two instances were found in the literature. In 1934 
Tidy made reference to the occurrence of “ rectal haemor- 
rhage with bright blood in a child” without giving any 
further details. Israéls (1937) reported recovery from a 
“single quite considerable haemorrhage from the rectum 
after defaecation ” in a woman aged 21, but this particular 


case presented various unusual features and was further 
complicated by the fact that the patient was known to 
possess a definite bleeding tendency. 

The association of rectal haemorrhage with the attack 
of glandular fever here recorded is suggestive though not 


conclusive, and no claim can be made that a definite 
causal relationship between them has been, established. On 
the other hand, the patient gave no history of a haemor- 
rhagic diathesis and has shown no signs of a recurrence 
since his recovery. Unfortunately, the bleeding and clotting 
times were not determined, but clinically there was no 
evidence of purpura, and the normal prothrombin and 
platelet findings go far to rule out the existence of a bleed- 
ing state. A very thorough search for alternative and more 
usual causes of intestinal haemorrhage was made by means 
of the sigmoidoscope and radiographs ; there can be few 
pathological conditions (with the possible exception of a 
minute haemangioma or telangiectatic focus) that would 
escape detection when so investigated. There was no 
personal or family history of telangiectasis. Other rare 
factors like congenital diverticula can probably be excluded 
in view of the patient’s age. 


Summary 


The occurrence of rectal haemorrhage during a mild bout 
of infectious mononucleosis was observed in a man aged 34. 

The bleeding resulted in a loss of over half a pint of blood 
and was not accompanied by significant thrombocytopenia or 
hypoprothrombinaemia. Thorough investigation of the alimen- 
tary canal by sigmoidoscopy and radiographs revealed no 
pathological condition which might have accounted for the 
haemorrhage. Recovery was apparently complete, and there 
has been no recurrence of the bleeding for a period of mo.e 
than twelve months. 


We wish to thank Mr. B. N. Brooke, of the Department of Surgery, 
Queen Elizabeth Hospital, for his permission to publish this account 
and for access to the case notes. 
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DISSECTING ANEURYSM OF THE AORTA 
SIMULATING EMBOLISM AT THE 
AORTIC BIFURCATION 


BY 
H. S. SHUCKSMITH, B.Sc., M.B., F.R.C.S. 


Assistant Surgeon, the General Infirmary at Leeds 
AND 


I. MACPHERSON, M.D., M.R.C.P. 
Assistant Physician, the General Infirmary at Leeds 


The details of a fatal case of a dissecting aneurysm of the 
aorta are here recorded. At one stage an embolus near 
the aortic bifurcation was suspected, and during a phase 
of recovery coldness of the skin over an area proximal to 
the ankles persisted longer than coldness of the feet. 


Case Report 


A man aged 66 who had had a coronary thrombosis 15 years 
previously was seized with an agonizing pain round the upper 
abdomen and also low down in the back while chasing cattle. 

An hour later a severe pain developed in the left thigh and 
calf, followed:in half an hour by similar pain in the right limb. 
He collapsed and could neither feel nor move his legs. Four 
hours after the onset of the illness the pulse was regular, the 
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blood pressure was 130/100 mm. Hg, and auscultation of the 
heart did not reveal any abnormality. a 


Left Lower Limb.—The colour was normal, active move- 
ment was present only in the left great toe, the left common 
femoral pulse was present though small in volume, but the 
posterior tibial and dorsalis pedis pulses were absent. The 
skin was anaesthetic as far up as the lower abdomen and was 
cold from the knee downwards. The knee and ankle reflexes 
were absent. 


Right Lower Limb.—The leg was pale from the knee down- 
wards; there were no active movements and the common 
femoral pulse was absent. The skin was anaesthetic as far 
up as the middle third of the thigh and was cold from the 
knee downwards. The reflexes were absent. 

Five hours after the onset of the illness there was no change 
in the right limb, while in the left full movement had returned 
and the only abnormalities were absence of the posterior tibial 
and dorsalis pedis pulses and coldness of the skin below the 
mid-shin, including the foot. Two hours later the skin above 
the left ankle was still cold, while the thigh and foot were warm. 
There had been full recovery of movement in the right limb, 
and the common femoral pulse was now present and was larger 
in volume than the left ; coldness was found on the dorsum of 
the foot and as far as the knee, while the toes were warm. 
Oscillometer readings were as follows: 
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The areas of coldness showed no further change until 14 
hours after the onset, when the whole of the right foot was 
warm, but coldness of the skin above each ankle remained for 
several hours longer. 

The following day the limbs were normal except for the 
difference in common femoral pulsation. The blood pressure 
had risen to 260/140, but the patient was cyanosed and breath- 
less, and he died 48 hours after the onset of the illness. 


Limited Necropsy.—A dissecting aneurysm started in the first 
part of the aorta, involved the abdominal aorta, and extended 
as far down as the middle of the right common iliac artery. 
There was a large atheromatous plaque in the right common 
iliac artery at the same level as the lower margin of the extra- 
vasated blood. The left common iliac artery was normal. The 
dissecting aneurysm extended about one-third of the way round 
the ascending part of the aorta and a quarter of the way round 
the right common iliac artery. There was a large collection of 
blood in the pericardium and of blood-stained fluid in the left 
pleura. 

A large fibrotic area was present in the mid-posterior zone 
of the heart, due to an old coronary thrombosis, and there 
was advanced coronary atheroma, particularly of the anterior 
descending branch. No evidence of a recent infarct was found. 
The middle of the aorta and the femoral arteries were not 
examined. 


Discussion 

The difficulty in diagnosis of the vascular cause of sudden 
pain and paralysis in a limb is the element of arterial spasm 
which may occur both in embolus and in dissecting 
aneurysm ; a dissecting aneurysm may also directly inter- 
fere with the blood supply of the spinal cord. The only 
constant findings in embolus are absence of the peripheral 
pulse, lowered surface temperature, and pallor (Allen, 
Barker, and Hines, 1946). The initial physical signs 


suggested an embolus completely blocking the right com- 
mon iliac artery and partially blocking the left, but the fact 
that symptoms on the left preceded those on the right by 
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half an hour made this unlikely, and rapid and marked 
improvement of the condition of the limbs finally excluded 
embolus and ischaemia of the cord. 

The changes in the surface temperatures over different 
parts of the lower limbs merit emphasis. In both limbs the 
last area of skin to warm up was not over the foot but 
over the area surrounding the leg just above the ankle 
This area remained cold for some hours while the foot 
and calf were warm. Dr. John Homans told one of Us 
(H.S.S.) that it was not uncommon after anaesthetizing the 
lumbar sympathetic ganglia to find the first area in the 
limb to warm up is behind and above the malleoli, g 
reaction which takes place well in advance of the tempera. 
ture changes in the toes. The delayed vasodilatation in the 
area of skin proximal to the ankle in this case and the 
early vasodilatation in the same area following lumbar 
sympathetic block point to a peculiarity in the arteriolar 
pattern which may be related to the formation at this site 
of ulcers that are variously labelled varicose, post-phlebitic, 


or gravitational. 
Summary 


In a case of dissecting aneurysm of the aorta there was 
marked spasm of the lower limb arteries, with coldness and 
paralysis of the legs simulating embolism at the aortic bifurca- 
tion. In the recovery phase the last portion of the skin in each 
leg to become warm was a localized area of the skin just above 
the ankle. It is suggested that there may be an exceptional 
vascular arrangement at this site, possibly related to the occur- 
rence of ulcers of the legs. 


We are grateful to Dr. G. F. Fowler and Dr. C. V. Light for thei: 
help with this case. 
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Case of Erysipeloid of Rosenbach 
Treated with Penicillin 


Infection of human beings with Erysipelothrix rhusiopathiae 
is by no means common. It is, however, to illustrate the 
response of this infection to penicillin therapy that the 
following case is described. Few cases treated with peni- 
cillin have been recorded in this country ; Barber, Nellen, 
and Zoob (1946) reported five cases, all of which responded 
well to penicillin. In America three cases have been 
reported (Ehrlich, 1946; Ferguson et al., 1947; Stiles, 
1947). All these cases showed a rapid response to peni- 
cillin. The progress of the disease untreated is show and 
may be anything from one to five weeks, during which time 
complications may arise. Other treatment is of little or no 
value: the organism is not sensitive to sulphonamides, and 
serum therapy is uncertain and often gives rise to severe 
reactions. 
Case REPORT 

The patient, a man aged 34, is a veterinary surgeon engaged 
on research. Two days before attending he had been dissecting 
turkeys which had died of Erysipelothrix rhusiopathiae infec- 
tions and from which the organisms had been cultured. During 
the dissection, not wearing gloves, he pricked himself on the 
left thumb. He presented with a typical lesion in that region. 
The skin over an area about | in. (2.5 cm.) in diameter was 
red, raised, and shiny, and the edge was sharply demarcated. 


Pruritus was marked and there was considerable pain and. 


throbbing. Axillary adenitis was present, but there was no 


lymphangitis. 
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The arm was put in a sling and kaolin poultices were applied. 
Penicillin sodium, 100,000 units intramuscularly, was given 
twice daily. The improvement in 24 hours was marked, and 
in 48 hours the thumb appeared normal. The patient defaulted 
after five injections, however, and attended again iwo days 
later. The lesicn then measured 2 by 14 in. (S by 3.75 cm.); 
it was extremely painful and typical of the condition. Both 
lymphadenitis and lymphangitis were present. 

Penicillin therapy was restarted, the dosage being increased 
to 250,000 units intramuscularly twice daily. In 48 hours there 
was a great improvement, and in 72 hours there was only a 
small area of erythema and no induration. Penicillin was 
continued for a further four days, after which the lesion had 


comple:ely subsided. 


COMMENT 


The diagnosis was quite definite clinically in view of the 
history, the typical incubation period of two days, and the 
typical lesion. Demonstration of the organism requires 
biopsy, which was not considered justifiable. There were 
a dramatic response to penicillin, a rapid recurrence after 
inadequate therapy, and a further rapid response on restart- 
ing treatment. The appearance of the disease in turkeys 
is most unusual and has not been reported in this country 
before. The organism may therefore have been a particu- 
larly virulent one. It was shown, however, to be penicillin- 
sensitive on culture. 

The case demonstrates a rapid response to penicillin in a 
case of erysipeloid, and the need for full doses of penicillin 


for an adequate period. 
R. A. Busu, M.B., B.S., D.R.C.O.G. 
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Imperforate Anus and Congenital 
Rectal Fistulae 


Imperforate anus is said to occur once in every five or six 
thousand births; it is complicated by recto-urethral or 
recto-vaginal fistula about once in every 50,000 births. 


IMPERFORATE ANUS 


This condition may vary from a simple membranous 
occlusion to a large gap which it is difficult to bridge by 
surgery. 

Case 1—A male European child aged 12 hours was 
referred to me as a case of imperforate anus. On examination 
it was seen that although the anal depression was present the 
anal passage was not patent. A bulging membrane occluded 
the canal. This membrane was incised and faeces immediately 
poured out. Dilators were passed to complete the opening. 
This case was simply a failure of the anal membrane to 
disappear. It is probably the commonest form of imperforate 
anus and is certainly the simplest to relieve. 

Case 2.—A female Tamil child aged 12 hours. The 
child had vomited, and the mother said there had been no 
bowel movement since birth. On examination there was a 
normal anus; the anal canal admitted a probe for a distance 
of half an inch (1.25 cm.) and was then stopped by a membrane. 
Operation :—An attempt was made to rupture the membrane 
with a myringotomy knife. No faeces appeared. A perineal 
opening was then made, but there was no sign of the rectum. 
A lower midline laparotomy was performed, and it was seen 
that the rectum ended at the upper end of the sacrum. There 
appeared to be no opening in the pelvic floor for the bowel. 
Working from above and below, a loop of sigmoid colon 
was brought through an opening made in the posterior pelvic 
floor. The loop of colon was opened and stitched to the 


_ dilated anal canal, the upper end of which had been cut to 


receive it. The abdominal incision was then closed. The 
child recovered without incident. 


IMPERFORATE ANUS WITH FISTULA FORMATION 


Case 3—A male Malay child aged one and half months. 
Since birth both urine and faeces were passed through an 
opening at the peno-scrotal junction. There was no sign of an 
anus. Operation:—A small probe was passed into the sinus. 
A midline perineal incision about 1 in. (2.5 cm.) long was 
then made back to the tip of the coccyx. This incision was 
deepened. By feeling for the probe the fistulous track was 
found and the rectum searched for. It was found to end 
about 14 in. (3.75 cm.) above the perineal skin surface and could 
not be drawn down. An opening was made in the lowest part 
of the rectum and a piece of soft rubber catheter tied in and 
brought through the perineal opening. The sinus was not 
ligated. Finally, a drain was put in just in front of the coccyx. 
The ch'ld passed a little faeces through the perineal drain for 
a few days, but this stopped and the fistula once again acted 
as a cloaca. It was decided to leave further attempts at 
closure until the child is old enough to stand the extensive 
procedures involved. 

This case was due to failure of the urorectal septum to unite 
completely ; the paramesonephric ducts were also involved. It 
is notable that the penile urethra was found to be patent. 
The case shows well the difficulty in treating high rectal occlu- 
sion. It would have been impossible even to open the rectum 
if the peritoneum had been traversed. A perineal anus could 
probably be made for this child at a later date by using pelvic 
colon, as it is unlikely that the rectum could be brought down. 
The remaining problem is that of sphincter function : should 
one make a perineal anus which may be uncontrollable ? 

Case 4.—A female Malay child of 5 months. Examination 
showed a perforate hymen and an opening in the posterior 
vaginal wall in the midline. Faeces were seen to come from 
this cpening, and the mother stated this had been occurring 
since birth. Operation :—A midline perineal incision was made. 
The blind end of the rectum was found about } in. (1.9 cm.) 
above the sk:n level. It was easily brought down and opened. The 
edges of the opening were stitched to the edges of the perineal 
incision. This child ceased to pass faeces into the. vagina 
48 hours after operation, although the fistula was not ligated. 

The embryological fauit here was an opening in the uro- 
rectal septum which also penetrated the paramesonephric ducts. 
This cperation was completely successful, but as no evidence 
of a sphincter was seen it is doubtful if there will be a reason- 
able degree of control. According to Keith. (1908) there is 
always an anal sphincter muscle present in cases of imperforate 
anus. This may be so, but it was not found in Cases 3 or 4, 
although it was present in Case 1. From the practical view- 
point it seems unlikely that there will be useful sphincteric 
action of the anus in the more severe degrees of mal- 
development. It is interesting to note that in neither of the 
cases with fistula was there any evidence of infection. 


This paper is published by permission of the Director of Medical 
Services, Malaya. 


A. M. RoBerTSON, M.B., Ch.B., 
General Hospital, Taiping, Perak, Malaya. 
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In the 10-year period 1939-48 there were 12 cases of chronic 
benzene poisoning with 8 deaths, and 20 cases of toxic anaemia 
due to benzene with 5 deaths, reported to the Chief Inspector 
of Factories. Over the same period there were 519 gassing 
accidents with 31 deaths caused by substances in use as 
industrial solvents. These and other figures were discussed 
by Dr. A. J. Amor, president of the Association of Industrial 
Medical Officers, in a paper read at the Chemical Works Safety 
Conference which was held at Scarborough from October 7 
to October 9. Other subjects discussed at the conference were 
the installation and maintenance of breathing apparatus and 
training in its use, and the types of electrical apparatus 
permissible for use in hazardous atmospheres. 
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LIVER DISEASE 


Diseases of the Liver, Gallbladder, and Bile Ducts. By 

S. S. Lichtman, M.D., F.A.C.P. 2nd ed. (Pp. 1,135; 147 

illustrations and 2 plates in colour. £4 10s.) London: 

Henry Kimpton. 1949. 

I confess to a weakness for medical monographs, and in 
this branch of literature the Americans have us beaten. 
These monographs are invaluable to the teacher of medicine 
and to the physician who wishes to expand his knowledge 
and take an intelligent interest in his cases. Samuel John- 
son said, “ A man may write at any time if he sets himself 
doggedly to do it,” but how many potential authors would 
have sufficient doggedness to achieve a work of this 
character ? 

The first 140 pages of the book are concerned with the 
anatomy and physiology of the liver, and contain an interest- 
ing account of vitamin manufacture and storage in this 
organ. The author continues with a discussion of the 
pathogenesis and pathology of jaundice and the symptoms 
and signs of liver disease. That important and debatable 
subject, testing the liver function, occupies the next 113 
pages. The usual objection put forward to these tests is that 
the reserve power of the liver is so great that four-fifths of 
its substance can be destroyed before any impairment of 
function is detectable. The author counters this and other 
criticisms, dismisses them, and emphasizes the importance 
of selecting suitable tests for the clinical problem in hand. 
In this chapter the reader who is not familiar with the sub- 
ject will receive a good impression of the help to be obtained 
from properly selected tests in estimating the type and 
degree of liver damage, following the course of the disease, 
and estimating pre-operative risks. 

The recent work on infective hepatitis is described in 
detail, and the mode of action of liver poisons is elucidated 
by an account of experiments involving nutritional 
deficiency and protective dietary factors. There is a good 
chapter on cirrhosis of the liver and the beneficial effects of 
high protein and high carbohydrate diets with methionine 
and vitamins A and B. These methods have improved the 
outlook in cases of cirrhosis accompanied by ascites. The 
reader will be able to familiarize himself with the various 
surgical procedures for the relief of portal hypertension and 
ascites, some of which involve the formation of portacaval 
venous shunts. In the last 100 pages is a discussion of the 
gall-bladder and bile ducts. 

This book provides answers to most of our questions, 
although we may not necessarily agree with them. It is 
interesting to inquire what has happened to our old friends 
—catarrhal jaundice seems to be dead, although I am reluc- 
tant to believe the news ; Hanot's cirrhosis still survives, 
despite the doubts cast on its existence by writers in this 
country during the last twenty years; xanthopsia is con- 
sidered to be due to the presence of bile pigment in the 
ocular fluids when there is a high blood concentration. 
This does not accord with the clinical experience that 
xanthopsia very rarely occurs even in cases of intense 
jaundice, and that it is often transient, lasting only for a 
few minutes or less. 

The book is well produced, the illustrations are of a high 
standard, and the text is documented by nearly 5,000 
references. There is no sting in the tail of this review. I 
have nothing but praise for this excellent monograph. 


G. E. BEAUMONT. 
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ALLERGY 

Progress in Allergy. Edited by Paul Kallos. Volume 2 

a 356 ; 50 figures. 36 Swiss francs.) Basle: S. Karger. 
This book is an informative and stimulating symposium of 
recent work on allergy, and includes articles by many of 
the leading workers in the subject. Like its predecessor 
published in 1939, it is edited by Paul Kallos. Some 
chapters are concerned with the practical aspects of clinical 
allergy, but the majority, including some of the best 
sections, are more academic studies dealing with antigen. 
antibody mechanisms and the pathogenesis of various 
allergic manifestations. Most of the articles are in English, 
but two, concerned with the pharmacology (Meier and 
Bucher) and the therapeutic value of antihistamine drugs 
(Kallos and Kallos-Deffner), are in German. 

E. A. Kabat gives an excellent review of recent immuno- 
chemical work, including a description of the way in which 
this branch of biochemistry has been employed in the study 
of human viruses, in establishing the purity and homo- 
geneity of antigens and antibodies, and in measuring 
antibody formation in response to bacterial and non- 
bacterial antigens. Professor Haxtausen contributes an 
illuminating chapter on allergy in diseases of the skin. He 
faces up to a number of incongruities which make it diffi- 
cult to assess the importance of allergy in skin diseases. 
Thus it is well recognized that skin tests are of little value 
in urticaria, even when food sensitivity is suspected on 
clinical grounds, and this in spite of the fact that the 
reaction caused by percutaneous tests is identical with the 
naturally occurring eruption. It is suggested that this dis- 
crepancy may occur because the antigen is a breakdown 
product of digestion and not the unaltered food itself. 
Again, in Besnier’s prurigo it is odd that percutaneous tests 
often give positive reactions of urticarial type, whereas 
patch tests with the same antigen are negative. The author 
suggests that the initial antigen-antibody reaction causes 
itching and that the characteristic eczematous lesions are 
secondary to the effect of scratching. Allergic eczema is 
fully discussed, including the formation of conjugated anti- 
gens, the effective stimulus to antibody formation, the 
possibility of localized sensitivity, and other aspects of its 
pathogenesis. Reference is also made to other allergic 
phenomena in various skin diseases and to the dermato- 
logical manifestations of drug sensitivity. G. L. Waldbott 
writes on urticaria and F. A. Simon reviews the evidence 
in favour of sensitivity to human dander as a factor in the 
causation of infantile eczema. 

Foster Kennedy discusses interestingly the subject of 
allergy in the central nervous system. He considers that — 
localized areas of oedema in the brain may account for 
migraine, some cases of epilepsy, facial palsy (inc'uding 
ophthalmoplegia), and retrobulbar neuritis. He quotes a 
number of suggestive case histories, but more definite 
evidence is required before his views can be accepted. 
Other chapters are on allergic disease in animals, by F. W. 
Wittich, who first described hay-fever in dogs ; allergy of 
the middle ear, by Hjalmar Koch ; bronchoscopic therapy 
in asthma, by G. L. Waldbott; and aerosol therapy, by 


H. A. Abramson. 
, R. S. BRUCE PEARSON. 


MEDICAL PROBLEMS OF FLYING 


Aviation Medicine. By Kenneth G. Bergin, M.D., 
A.F.R.Ae.S. (Pp. 448; 120 illustrations. £1 15s.) 
Bristol: John Wright and Sons. 1949. 
Aviation medicine covers a diverse and wide field: it ranges 
over nearly every branch of scientific medicine and draws 
on the physical and engineering sciences. The ramifications 
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are wide, and the rapidity with which the specialty has 
developed during the last decade has made it impossible for 
one author to deal with the whole subject. Dr. Bergin has, 
however, produced in readable and compact form a review 
of the physiological, medical, psychological, and epidemio- 
logical problems associated with present-day flying. 

The book is a counterpart to the well-known U.S.A. 
publication by Armstrong and Heim, though this contained 
a considerable amount of original work, and it is the first of 
its kind to be published in this country. Its purpose is to 
provide the medical practitioner with information on the 
problems encountered in flying, which have become more 
numerous with developments in aircraft design resulting in 
increased speed, height, and engine power, and demanding 
a higher degree of endurance and a greater ability of judg- 
ment from aircrews. The author, himself a pilot of no mean 
attainment, presents his facts with that knowledge of 
aviation essential to those dealing with flying. problems and 
personnel. 

This work is a digest of the vast amount of research 
which was carried out in this country and in the U.S.A. 
during the war and contains a considerable amount of 
valuable information more applicable to Service than to 
civil flying. The author makes no claim to originality and 
he pays a handsome acknowledgment to those whose work 
he has consulted. The ample bibliography at the end of 
each chapter enhances the value of the book and provides 
the reader with the opportunity for a detailed study of the 
original contributions. The appendices contain useful data 
about medical requirements for licensing civilian pilots and 
the international health regulations for the prevention of 
epidemics. 

While there is general agreement on the physical stan- 
dards laid down, there is still some diversity of opinion on 
visual and hearing requirements; it is claimed that the 
experience of the individual should compensate for any 
physical defect. This cpinion is not universally accepted, 
as it is liable to abuse. Furthermore, individual reactions 


and responses to identical defects are not always the same. . 


Errors and risk of errors should be reduced to a minimum 
if the confidence of the public in aerial transport is to be 
maintained. The book should be in the hands of every 
medical practitioner called upon to express an opinion on 
the variety of problems encountered in aviation medicine. 
There are a few errors and omissions which doubtless will 
be corrected in the next edition. 


E. D. DatzteL DICKSON. 


RENAL FUNCTION TESTS 


Clearance Tests in Renal Disorders and Hypertension. By 

Olle Hogeman. Translated by Erica Odelberg. (Pp. 264. 

— Sweden, Uppsala: Appelbergs Boktryckeri A.B. 
Van Slyke, it has been said, first used the concept of renal 
clearance when seeking to dispense with mathematics for 
the benefit of the medical profession. The concept, what- 
ever its humanitarian origin, gave a notable impetus to the 
advance in knowledge of renal function, an advance which, 
using the ingenious methods of modern clearance tests, now 
enables the investigator to express an opinion on the volume 
of glomerular filtrate, the permeability of the glomerular 
membrane, the tone of the afferent and efferent arterioles, 
the effective renal blood flow, and the maximal secretory 
and reabsorptive capacity of the tubules. 

The bearing of such extensive functional dissections on 
the problems of normal and pathological renal function is 
self-evident, and Dr. Hogeman’s book, in its details and its 
broad survey, is an excellent contribution to the subject. 


The work is based on modern renal clearance tests applied 
by the author to a large number of normal and pathological 
cases, the data and methods being given in detail with full 
statistical analyses. The author’s survey of the literature 
and of his own work brings out effectively the difficulties 
and differences of opinion, as well as the agreements, in 
interpreting the results. The effect on these interpretations 
of the Barclay—Trueta juxtamedullary shunt is considered, 
and there are interesting discussions about what the urea 
and creatinine clearances really measure. ’ 

Separate chapters are given to the author’s findings in 
normal cases, in glomerulonephritis, in essential hyperten- 
sion, and in patients with one functioning kidney. In each 
of these chapters the author’s results are integrated with 
those of other workers, and the book ends with an excellent 
general discussion and summary. 

The author thinks that a simple determination of the 
filtration rate in acute nephritis is a useful diagnostic aid 
but that it has little prognostic value. In chronic glomerulo- 
nephritis he believes that inulin and diodrast clearances 
will prove to be a good prognostic guide. In connexion 
with essential hypertension, he agrees in principle with most 
other investigators in finding an increase in the filtration 
fraction, a change which he thinks is best interpreted as the 
result of increased tone of the efferent glomerular arterioles ; 
but he adds that the Barclay-Trueta shunt may be partly 
responsib!e for the change, particularly in older patients and 
in those whose blood vessels are prematurely aged. 

The book contains abundant material of interest to the 
expert on renal clearance tests. It will be of equal value to 
the general physician looking for a critical appraisal of 
the information to be obtained from these tests and of their 
place in the management of nephritis and hypertension. 


e J. A. FISHER. 


PHARMACY AND PRESCRIBING 

A General Survey of the British Pharmacopoeia, 1948. 

A 79. 5s. 6d.) London: The Pharmaceutical Press. 

Hints on Prescribing under the National Health Service 

Act. By J. B. Primmer, M.B., J.P. (Pp. 51. 3s. 6d.) 

London: Research Books, Ltd. 1949. 

Incompatibility in Prescriptions and How to Avoid It. By 

Thomas Stephenson, D.Sc. Fifth edition, revised by James 

Burnet, M.D. (Pp. 62. 10s.) Edinburgh: The Prescriber 

Publishers Ltd. 1949. 

What is novel in the new British Pharmacopoeia is the 
subject of the booklet A Survey of the British Pharma- 
copoeia, 1948. It is a composition annotated from a series 
of lectures given by several members of the group appointed 
to prepare the new edition of the Pharmacopoeia. The 
British Pharmacopoeia is the standard authority for the 
control of the purity and constancy of character of 
medicinal substances. The current edition includes an 
extensive list of new medicaments as well as revised direc- 
tions for the standardization of drugs that are not new. 
Biological therapy and biological methods of standardiza- 
tion of organic products other than pure chemicals form 
the principal additions. The booklet gives a good descrip- 
tion of these changes and affords an illuminative survey of 
those modern advances in medical treatment that have 
passed the stage of trial and have attained the status of 
assured value. 

Hints on Prescribing is admittedly designed to effect 
economy in the administration of the National Health 
Service. Justification of its purpose need not be questioned, 
for it is accepted that the patient shall have the most 
efficient treatment, regardless of cost; but it is obvious 
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that the earlier the cure the greater the saving, and the 
guidance here given is the result of approbation derived 
trom experience. This book has a distinct value in that it 
serves to focus attention on those particular remedies that 
have upheld their reputation for efficiency in manifold 
experience over a long period of time, and it may serve use- 
fully to save from oblivion many of the older remedies that 
tend to become submerged under the increasing numbers of 


‘ new drugs. The information is conveniently arranged under 
, alphabetically catalogued diseases, and it is in all ways a 


handy book for prescribers. 

Incompatibility in Prescriptions contains the memoranda 
and the explanations relating to incompatible medicaments. 
The treatment of the subject of incompatibilines can be 
generalized only in regard to comparatively few cases, as 
the one characteristic of incompatibilities is their unexpec- 
tedness. Both prescribers and dispensers therefore need a 
ready-to-hand book of reference for guidance, and this 
work has been prepared in a useful form for that use The 
subject-matter is conveniently arranged under an alpha- 
betical system headed by the name of the article to be 
vrescribed, and there is also a good general index. 

T. TicKLe 


THE HEALING TOUCH 


The Healing Touch. By Harley Williams. (Pp. 408; 
8 illustrations. 15s.) London: Jonathan Cape. 1949. 
Dr. Harley Williams has done it again. In his book 
Doctors Differ he showed that he could make comparatively 
recent medical history come alive and interesting to lay as 
well as to medical readers. In The Healing Touch he takes 
such diverse characters as Sir William Knighton, Sir James 
Clark, and Sir William Jenner—all doctors of royalty ; goes 
on to Chadwick end Southwood Smith and their pioneer 
work in public health; gives a penetrating analysis of 
Florence Nightingale ; recounts the almost incredible career 
of Brown-Séquard ; and ends with the Mayo family. He 
has the great gift of dramatizing the people he deals with 
and makes them live again, and this applies to his many 
subsidiary characters also. We get side'ights on George IV, 
Queen Victoria, and many other interesting patients. The 
final section is not only the story of the Mayo family but 
that of the rise of modern surgery in the U.S.A., in which 
Welch, Halsted, and Harvey Cushing are described in a 
most engaging manner. Billroth and Virchow come in—- 
not dragged in, but as important factors in what was 
happening in the U.S.A. The book is full of humanity, 
with wit; humour, and understanding. I congratulate the 


author on an undoubted success. 
ALFRED Cox. 


The Chemistry of Penicillin, edited by Hans T. Clarke, John R. 


' Johnson, and Sir Robert Robinson (pp. 1.094; illustrated; £9 9s. or 


$36; London: Geoffrey Cumberlege, 1949), is a very large book of 
11 by 8 inches, containing nearly 1,100 pages. Tt describes a 
co-operative effort between British and American chemists that was 
effected during the war by the Medical Research Council in this 
country and the Office of Scientific Research and Development in the 
United States. The twenty-nine sections are each on a separate 
aspect of the chemistry of the drug, and for the most part the 
authors of each chapter are different. The book therefore describes 
varied approaches to a single problem, and provides the expert with 
a fascinating picture of the outlook and resources of his fellows. 


Professor Rudolf Thiel’s atlas of the diseases of the eye (Aftlas der 
Augenkrankheiten; pp. 225; M. 60; S uttgart: Georg Thieme, 1948) 
is now in its fifth edition. The first edition was a useful students’ 
book, and in the great tradition of German ophthalmo!ogy. Subse- 
quent editions appeared during the war. The present volume was 


published last year, but the additions and expansions are unbalanced 
and inaccurate, and detract greatly from the value of the original 


work. 
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THE TREND OF NATIONAL INTELLIGENCE 


For nearly a century it has been known that in most 
industrialized communities the birth rate is declining 
far more rapidly among the wealthier classes of society 
than among the poorer. What has proved more diffi- 
cult to determine is whether the difference is a good 
thing or a bad, or indeed whether it has any social 
importance whatever. At one time many biologists 
were inclined to argue that the decrease in fertility was 
“Nature’s way of eliminating stocks that had become 
effete.” Galton and the early eugenists, on the other 
hand, contended that “ if birth control is spreading most 
rapidly among the more successful members of society, 
then we must be gradually losing the very type of stocx 
which in the past has been responsible for our national 
efficiency.” Finally, Newsholme,’ reviewing the data 
then available, noted that the undeniable facts “have 
given rise to many Cassandra-like utterances,” but 
concluded that they might be safely disregarded. 

A new turn was given to the problem with the develop- 
ment of standardized tests for measuring general intel- 
ligence. The school surveys organized in 1913 by the 
psychologist to the London County Council’ revealed 
a distinct negative correlation between size of family and 
amount of intelligence, quite apart from any difference 
in social or economic status. A simple calculation 
showed that if there were no further factors to counter- 
act the obvious consequences then during the following 
generation the intelligence quotient would fall at the rate 
of one point or more every 20 years, and (what was 
much more serious) within the same period “ the number 
of pupils of scholarship ability would be approxi- 
mately halved, and the number of feeble-minded almost 
doubled.” Somewhat similar, correlations were sub- 
sequently reported by Bradford at Sheffield, Thomson in 
the Isle of Wight, and Fraser Roberts at Bath; and 
Professor Cattell, after an elaborate investigation cover- 
ing over 4,000 children in Leicester and Devon, declared 
that the nation seemed “ heading for a galloping plunge 





1 J. R. statist. Soc., 1906, 69, 34. 

2 Annual Report of the Psychologist to the London County Council, 1916. See 
also Burt, C., Mental and Scholastic Tests, 1921, London. 

3 The Fight for Our National Intelligence, 1937, London. 

4 Intelligence and Fertility, 1946, London. 

5 The Trend of Scottish Intelligence 1949. London: University of London Press. 


towards intellectual bankruptcy.”* In London, however. 
a repetition of the earlier tests, while suggesting the pos- 
sibility of a small decline, showed nothing like the change 
predicted by the more pessimistic computers. In fact, 
as the original report had pointed out, the general obser- 
vations of the older teachers, scholarship examiners, and 
education officials appeared quite inconsistent with the 
view that any large or rapid changes could be taking 
place either in the average level of intelligence in the 
school population or in the numbers of supernormal 
and subnormal pupils. Burt,‘ indeed, in a summary of 
the existing evidence prepared at the request of the Royal 
Commission on Population, suggests that here as else- 
where some compensatory mechanism of a genetic kind 
might conceivably be operating which would tend to 
counteract the untoward effects of the differential birth 
rate. 

The whole problem naturally attracted the earnest 
attention of the Population Investigation Committee, 
and, in view of the urgent need for more direct evi- 
dence, its chairman, Sir Alexander Carr-Saunders, 
suggested to the Scottish Research Council that a 
survey which they had carried out for another purpose 
in 1932 might be repeated and that his committee should 
be responsible for the cost. The earlier survey, the 
largest of its kind, had covered a complete age group 
of Scottish children, numbering in all over 87,000 boys 
and girls. In 1945 a second survey was organized 
on similar, but not quite identical lines. A _ brief 
report was submitted to the Royal Commission, and 
a fuller analysis of the data collected has now been 
published.*® 

The figures obtained, taken at their face value, would 
suggest that the level of intelligence has actually under- 
gone a slight improvement. This result has plainly come 
as a surprise to the investigators, and they discuss in 
detail the most plausible explanations to account for this 
unexpected change. The most obvious explanation is 
increased familiarity with psychological tests. If this 
suggestion be accepted it then still remains conceivable, 
as the authors observe, that the apparent improvement 
in test performance may mask a genuine decline in 
innate ability. On the main issue, therefore, the report 
is admittedly somewhat inconclusive. Certainly any- 


‘ thing like a rapid rate of decline seems out of the ques- 


tion. Nevertheless, if there is in fact a slow but steady 
diminution, that might well have serious effects in the 
long run, though its influence might hardly be appre- 
ciable after so short an interval as fifteen years. We 
must await the further survey planned for a later 
period. Meanwhile the study now published should 
encourage similar attempts by other bodies and is full 
of admirable suggestions showing how the requirements 
of a strictly scientific comparison may be secured in 
actual practice. 
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BRONCHIECTASIS 


Most chest physicians and many chest surgeons hold 
strong, but differing, views on the pathogenesis of 
bronchiectasis. Because it commonly starts in early 
life the disease was at one time thought to be con- 
genital. This theory has become progressively less 
popular, but the occurrence of bronchiectasis in asso- 
ciation with congenital abnormalities such as complete 
situs inversus, originally described by Kartagener’ and 
subsequently confirmed by others,?* suggests that in 
some cases the abnormality is congenital, though this 
can seldom be proved. At the present time most would 
agree that atelectasis of the lung is an important factor 
in the pathogenesis. The association was described by 
Anspach* in 1933 and was made familiar in this country 
by the clinical and experimental studies of Lee Lander 
and Davidson.°* They pointed out that in a lobe col- 
lapsed by the aspiration of mucus the bronchi proximal 
to the obstructing plugs are dilated by the negative intra- 
thoracic pressure, which in the absence of the cushioning 
effect of the normally aerated lung acts directly on the 
bronchial wall. If the walls remain undamaged, and the 
lung re-expands, the bronchi may regain their normal 
calibre** ; but if, owing to infection, the normal elasticity 
of the bronchus has been lost, the bronchiectasis will be 
permanent. 

The experimental work of Tannenberg and Pinner® 
has shown that when complete bronchial obstruction is 
induced in rabbits distal bronchiectasis occurs only if 
infection is also present. The infection causes an out- 
pouring of inflammatory products and mucus which 
actively distend the bronchi. In man this mechanism 
may be responsible for some cases of bronchiectasis in 
which the condition develops beyond a complete bron- 
chial obstruction. It is possible that occasionally dilata- 
tion of the bronchus is due to a valvular action, but 
unless previous disease has made the lung parenchyma 
undistensible such a mechanism should dilate the 
alveoli rather than the bronchi. In most specimens 
removed at operation there are signs of inflammation 
and fibrosis in the bronchial wall, and often also in 
the surrounding lung.’*’* Though fibrosis was once 
thought to be an important cause of bronchiectasis it 
is now regarded as merely a relic of the original 
infected atelectasis. Many earlier writers, and some 
more recent,’* consider that infection of the bronchial 





1 Beitr klin. Tuberk., 1933, 83, 489. 

2 Adams, R.., 7 wy Churchill, E. D., J. thorac. Surg., 1937, 7, 206. 
3 Olsen. A. M., Amer. Rev. Tuberc., 1943, 47, 435. 

4 Amer. J. Dis. Child., 1934, 47, 1011. 

5 Brit. J. Radiol., 1938, 11, 65. 

8 British Medical Journal, 1938, 1, 1047. 

7 Lander. F. P. L., Thorax, 1946.1 198. 

8 Fleischner. F G., Amer. J. ne. 1941, 46, 166. 

® J. thorac. Surg., 1942, 11, 571 

10 Robinson, W. L.. Brit. J. Surg., 1933, 21, 302. 

11 Ogilvie. A. G., Arch. intern. Med., 1941, 68, 395. 

12 Mallory, T. B., New Engl. J. Med., 1947, 237, 796. 

18 Lisa, J. R.. and Rosenblatt, M. B., Bronchiectasis, New Vom. 1943. 
14 Hughes, J. G., and Simpson, W. a J. Pediat., 1940, 17, 197 
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wall is primarily responsible. If that were so, as 
Mallory’* has pointed out, bronchiectasis would be 
mainly a disease of the later age groups in which 
bronchitis is common. Though he found inflammation 
of the bronchial wall in 49 out of 50 specimens removed 
at lobectomy, atelectasis was present in 43 and bron- 
chial stenosis in three others. Carr and his colleagues!’ 
have recently described a high incidence of bronchi- 
ectasis in workers employed filling shells with mustard 
gas. Here, presumably, there was damage to the bron- 
chial wall; but the authors did not usually see the 
patients during the acute phase, and atelectasis may 
well have been a contributory factor. Bronchiectasis 
is being increasingly recognized as a concomitant of 
pulmonary tuberculosis, associated either with bron- 
chial narrowing caused by the glandular element of 
a primary complex'* or with fibrocaseous disease.'* * 
When accompanying fibrocaseous disease bronchiectasis 
may give rise to few symptoms, possibly because the 
bronchiectatic areas are usually in the upper part of the 
lung and therefore relatively well drained. 

According to published reports the prognosis of 
bronchiectasis is bad. The overall mortality was 
27.5% in 789 cases reported in five studies'*** published 
between 1931 and 1941; these patients were followed 
up for 2-14 years. It must be remembered that most 
of these were cases severe enough to be admitted to 
hospital, and in the earlier days bronchograms were less 
frequently performed on patients with mild symptoms. 
Fine and Steinhausen** reported that of 36 cases dis- 
covered through mass radiography 75% had few or 
no symptoms when seen two years later. Two further 
studies on the prognosis in children have recently been 
published. Ford,** in Glasgow, has followed up 65 
proved cases for 2 to 19 years. Twenty-nine patients 
with unilateral disease were operated on, with an oper- 
ative mortality of 17% (five cases). Two died later 
from other causes; one could not be traced. When 
seen at follow-up 14 of the remainder had no cough, 
though they complained of some dyspnoea, and the 
other seven were improved but still had significant 
symptoms. Thus of the patients with unilateral bronchi- 
ectasis only about 50% were made relatively symptom- 
free by operation, and there was an appreciable mor- 
tality. At least 10 (38%) of the patients not operated 
on had died ; eight of these were under 6 years of age 
when diagnosed. Ten could not be followed up, but 





15 Boyer, L. B., a Rev. Tuberc., 1946, 54, 1 
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17 Dis. Chest., 1947, 13, 596. 
18 Perry, K. M. A., and King, D. S., Amer. Rev. Tuberc., 1940, 41, 531. 
19 Roles, F. C., and Todd, G. S., British Medical Journal, 1933, 2, 639. 
20 Findlay, L., and Graham, S.; Arch. Dis. Childh., 1931, 6, 1. 
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of the remaining 16 six had no symptoms at all, and in 
the other 10 there was only minor disability. When 
studied in retrospect there seemed to be no way of tell- 
ing which cases would have the good and which the bad 
prognosis. Wissler and Holtz,”° in Switzerland, have 
followed up 38 children with bronchiectasis for 6 to 15 
years : nine (24%) were dead, five (13%) had severe 
symptoms, and the other 24 (63%) were working and 
had minor symptoms or none at all. Six of the 12 
children who originally had severe symptoms had 
greatly improved during the follow-up period. 

Strieder,”® in a review of the literature on surgery in 
bronchiectasis, states that the mortality of lobectomy is 
1-8%, but that where the disease is bilateral it rises 
to 15-30%. Only about 50% of cases are suitable for 
surgery. Of Perry and King’s'* 400 cases, 68% of those 
operated on were well and working, compared with 
37%, of those treated medically. These comparisons 
are, of course, vitiated by the selection of cases for 
surgery ; patients with severe bilateral disease will not 
be operated on, nor, usually, will those with only minor 
lesions. Probably operation should be advised in chil- 
dren with unilateral bronchiectasis which has been 
shown to be irreversible, and in young adults with severe 
and uncontrolled secondary infection or troublesome re- 
current haemoptysis. In other cases medical treatment 
will be the first choice, and surgery will be a matter for 
careful individual consideration. 








FEES FOR PRESCRIPTIONS 


Mr. Attlee’s decision that a patient from now on will have 
to pay a small token fee up to Is. for prescriptions issued 
under the National Health Service, while disliked by his 
supporters in the House of Commons, will be welcomed by 
the medical profession. One can only regret that this 
decision was not made earlier. In February of this 
year! we stated in a leading article on the finances of the 
National Health Service : “ The Government may yet con- 
sider it wise to ask the patient to make token payments 
for a doctor’s services and for prescriptions. If this were 
considered feasible it would deter people from making un- 
warranted calls upon the doctor’s time and unnecessary 
demands for pills and potions.” We reiterated this in com- 
menting upon Sir Stafford Cripps’s budget hint that a 
health tax might have to be considered.? In his press con- 
ference three weeks ago Mr. Bevan categorically stated that 
“If by tax is meant payment by the patient at the moment 
when the patient needs treatment, we set our faces against 
it.” Once more we suggested that sooner or later the 
Minister of Health would have to “ introduce some scheme 
of payment which will be a greater deterrent than mere 
exhortation to the public to be careful about spending 
money provided almost entirely out of the taxpayer's 
pocket.” The Government has now had to take a first 





1 B itich Medical Journal, 1949, 1, 314. 
2 Ibid., 1949, 1, 671. 


step in modification of its policy of a health service free 
of direct charge. This should deter people from making 
irresponsible demands on the time of general practitioners 
in order to get ordinary household remedies at the country’s 
expense. There is much to be said for the suggestion made 
in the Supplement of May 7 that the payment for pre- 
scriptions should be made by affixing a stamp to the 
prescription. If some sections of the public continue to 
make trivial calls on a doctor’s time, then the next step of 
making a token payment to the doctor may have to be 
considered. 





PENICILLIN IN BACTERIAL ENDOCARDITIS 


Subacute bacterial endocarditis is one of the diseases in 
which the prognosis was entirely altered by the introduction 
of penicillin treatment. During the war encouraging results 
were reported in the U.S.A., and in 1945, when sufficient 
supplies of penicillin became available in this country, the 
Medical Research Council set up fourteen centres to investi- 
gate this method of treatment. In 1948 Professor R. V. 
Christie reported the results of treatment of the first 269 
cases in this Journal.' The conclusion of the investigating 
committee then was that in 90% of cases the disease could 
be controlled with a dose of half a million units of peni- 
cillin daily, provided that this dosage was maintained 
for at least a month. The incidence of heart failure 
after treatment was high. The increase in residual cardiac 
damage after apparent cure of the infection had already 
been emphasized by Morgan Jones and his colleagues’ ; 
these authors also noted that the duration of the disease 
before the beginning of treatment was the most impor- 
tant factor in prognosis. In the earlier reports there was 
no conclusive evidence that relapses were due to penicillin 
resistance of the infecting organisms. 

In this issue of the Journal Professor Christie summarizes 
the results of the more recent trials of penicillin treatment 
in bacterial endocarditis. The original cases have been 
observed for a further two years, and in addition 189 new 
cases have been studied. Perhaps the most significant find- 
ing in the new report is that the good results obtained with 
doses of half a million units daily have not been confirmed. 
Of the patients so treated 20% relapsed or died, as com- 
pared with only 7% in the previous report. A second 
point of interest is that the results of treatment have been 
directly related to the sensitivity of the infecting organism 
to penicillin. In the light of this new knowledge it has 
become necessary to recommend a new system of treat- 
ment of bacterial endocarditis, and it is now suggested that 
the minimal dosage should be two million units daily for 
a period of four to six weeks. With this dosage cure 
should be achieved in all cases unless the infecting organism 
has a coefficient of resistance to penicillin greater than 
eight. If relapses occur, or if the infection remains uncon- 
trolled, the daily dose should be increased to ten million 
units. The problem of treating those cdses in which the 
infecting organism is highly resistant remains unsolved. 
Sometimes an even larger daily dose of penicillin will suffice, 
and the device of using substances such as caronamide, 





1 Briti-h Medical Journ:l, 1948, 1, 1. 
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which increases the level of penicillin in the blood by sup- 
pressing its excretion by the kidneys, is often successful.’ 
In some cases other antibiotic drugs should be tried ; it 
remains to be seen how useful aureomycin will prove in 
these. difficult cases. 





UPPER LIMB PAIN 


The upper limb is subject to a variety of painful conditions 
from which the lower limb is relatively or completely free. 
These affections are relatively rare, but even so they are 
responsible for much pain and disability. In some of the 
cases there is pressure at the cervico-brachial-junction. This 
condition has recently been the subject of careful study, 
particularly in this country, and elsewhere in this issue 
Professor Lambert Rogers reports his findings in thirty 
patients. It is clear from: the evidence that the lowest 
trunk of the brachial plexus can be pressed against a cer- 
vical rib, a rudimentary first thoracic rib, or a tendinous 
scalenus medius, and that the pain can be abolished by an 
operation which relieves the pressure. The weakness and 
muscle wasting, however, may persist for years. The 
vascular complications are not so easily explained, for 
Telford and Mottershead' have shown that though throm- 
bosis in the main upper-limb artery occurred in 17% of 
their cases of cervical rib the clot in the majority of these 
did not extend proximal to the third part of the axillary 
artery. They found little evidence that the subclavien 
artery can be compressed and damaged as it leaves the 
thorax and some support for the view that pressure on the 
sympathetic fibres in the lowest trunk may play a part in 
causing the symptoms.? 

In one important group of cases, usually middle-aged 
women, acroparaesthesia is characteristic. The symptoms 
of tingling and numbness in the hand and fingers differ 
from those of the cervical-rib syndrome in that they are 
usually bilateral, affect the whole hand and sometimes arm, 
and are frequently most troublesome at night. Usually no 
abnormality is found at operation, and scalenotomy and 
rib resection do not relieve the symptoms, which are in all 
probability due to traction on the brachial plexus. Professor 
Rogers is undoubtedly correct in attributing these syn- 
dromes to the effects of the upright posture. 

A condition which may cause similar symptoms is the 
“shoulder-hand syndrome,” in which there is pain and 
variable loss of function in the hand and/or shoulder. 
There is, however, swelling of the hand as a rulé, and there 
may be osteoporosis and other evidence of increased or 
diminished vascularity. The syndrome may be id op thic 
or secondary to peripheral lesions and to lesions of the 
central nervous system. Steinbocker and his colle>gues*® 
have studied 42 cases; they consider that the underlying 
abnormality is a reflex vascular disturbance mediated by 
an “internuncial pool” of neurones in the grey mitter of 
the spinal cord which spread the stimuli to sympathetic 
fibres leaving several segments of the cord. This theory 
is, of course, highly speculative, but it fits in with the find- 
ing that sympathetic interruption, by repeated blocks of 
the stellate ganglion or by sympathectomy, is the most 
effective treatment. 





1 British Medical Journal, 1947, 1, 325. 
2J. Bone Jt Surg., 1948, 30P. 249. 
3 Ann. int. Med., 1948, 29, 22. 
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PSYCHIATRIC TRAUMA AND OBESITY 


It has long been known that there was an intimate relation 
between prevailing mood and the nutritional state of the 
body. Experiences with neurotic casualties in the last war 
reminded psychiatrists forcibly of this fact: in many of 
these patients a loss of two stones or more in weight was 
combined with neurasthenic, anxious, or depressive symp- 
toms. The relationship could be twofold: on the one 
hand a severe state of emotional tension might bring about 
rapid loss of weight despite normal food intake; on the 
other, a previously stable man might become susceptible 
to anxieties and fears only after the onset of exhaustion 
caused by extreme physical exertion and loss of sleep. In 
the latter case dysfunction of the nervous system could 
be plausibly attributed to defective cerebral nutrition: The 
work of Sydenstricker and others had already shown that 
depletion of vitamin reserves, especially of nicotinic acid, 
could bring about neurasthenic and even psychotic states. 
Nevertheless it was rare for physically exhausted neurotic 
patients to show any clinical sign of avitaminosis. A more 
complex chain of events seemed probable. Central con- 
trol of the mechanism of vitamin storage and mobilization 
was suggested by the finding of Meyer and McLardy' that 
in a proportion of patients dying very soon after a pre- 
frontal leucotomy operation in which an unduly pos‘erior 
cut had been made there was histological evidence of acute 
avitaminosis. Clinical findings supported this view, for it 
had been observed that an acute pellagrous psychosis was 
specially liable to supervene after subjection to stress, 
such as childbirth or a major operation, which would be 
likely to modify central nervous activity, particularly in 
the hypothalamus. 

Elsewhere in this issue Drs. H. J. Shorvon and J. S. 
Richardson discuss a related problem, but posed in an 
opposite form. They describe three cases in which sudden. 
large, and rapid increases of weight occurred soon after 
psychologically traumatic experiences, such as the death 
of relatives and bomb incidents. In one case the increase 
in weight dated from a confinement. All three patients 
were women, and in two the weight increase was associated 
with menstrual disturbances, but there was no evidence of 
endocrine disturbance. Much of the weight increase could 
be attributed to water retention, which is controlled by 
the pituitary and the hypothalamus, but there was also 
accumulation of fat without a specific type of bodily dis- 
tribution. While the early and rapid increase in weight 
could be put down to water retention, a gradual deposition 
of fat is more probably responsible for the persistence of 
obesity over several years. 

The authors scrupulously refrain from speculation, but 
the possibility must be considered that events which cause 
fear and grief may, in special and rather unusual circum- 
stances, cause a persistent disturbance of hypothalamic 
function. It is not clear whether the disturbance should 
be regarded as inhibitory or excitatory or both. Physio- 
logically some of the findings resemble the results of 
stimulation of hypothalamic nuclei; others those of a 
destructive lesion in this region. There is no essential 


1 J. ment. Sci., 1949, 95, 403. 

2 Arch. Neurol. Psychiat., Chicago, 1945, 54, 231. 
3 Cyhernetics, 1948, New York 

4 Proc. R. Soc. Med. 1949, 42, 367. 
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difference between such a change in hypothalamic activity 
and the corresponding cortical change that shows itself in 
a persistent tremor or paralysis after psycholog'cal shock. 
But in the cases reported by Shorvon and Richardson the 
hysical abnormality may be ascribed to a “hysterical” 
disturbance of vegetative function instead of a disturbance 
of muscular control. 

The reversible nature of the phenomenon is made clear 
by the results of treatment. All the three patients responded 
to abreactive psychotherapeutic measures. Two explana- 
tions of the value of abreaction have so far been suggested, 
psycho-analytical and physiological. Sargant and Shorvon? 
proposed the theory, derived from Pavlov’s work on condi- 
tioned reflexes, that a hysterical conversion symptom could 
be regarded as the effect of inhibition or of spontaneous 
and stereotyped activity in a partially isolated functional 
system in the cortex. This suggestion bears a close resem- 
blance to the concept of the “reverberating circuit” put 


-forward by Wiener* as a possibly useful analogy from the 


field of electronics. The isolation of the cortical system 
might then be overcome, and more complete central integra- 
tion be re-established, by bringing about a general cortical 
excitation and discharge. Sargant* has suggested that other 
methods of physical treatment, such as electrical convulsive 
therapy, possibly depend for their success on the breaking- 
down of functional barriers by cortical excitation. Specu- 
lations of this kind are open to many objections, but 
development of the ideas they contain by experimental and 
clinical research may lead another step on the road towards 
a solution of the body—mind problem. 


B.C.G. VACCINATION 


A lively correspondence in the journal of the Danish 
Medical Association has shown how difficult it is to be 
absolutely unanimous about anything. The two points 
under discussion were: Who is to vaccinate with B.C.G., 
the general practitioner or the tuberculosis specialist ? and, 
How early in life are Danes to be vaccinated with B.C.G. ? 
The first question was raised by Dr. J. Riising,' who argued 
that the general practitioner is quite capable of practising 
B.C.G. vaccination and that there is something to be said 
against sending a child a long way to a tuberculosis dis- 
pensary where the vaccination may be carried out by a 
nurse. Dr. U. Gad? answered by pointing out that B.C.G. 
vaccination by general practitioners is liable to interfere 
with the diagnostic and prophylactic procedures at tuber- 
culosis dispensaries, at which a radiological examination 
can be made as a preliminary to vaccination. Experienced 
B.C.G. vaccinators, he argued, see relatively few compli- 
cations. Furthermore, the interpretation of tuberculin 
reactions is full of difficulties. In a later letter Dr. Gad* 
remarks that the difference between himself and Dr. Riising 
may ultimately be settled by putting B.C.G. vaccination in 
the hands of an ambulant team, similar to those which the 
Red Cross has organized. As for the second question, the 
opinion seems to be growing that in principle B.C.G. 





1 Ugeskr. Laeg., 1949, 111, 732. 
2 Ibid., 1949, 111, 788. 
3 Ibid., 1949, 111, 857. 
4 Thid., 1949, 111, 857. 
5 Ibid., 1949, 111, 895. 
6 Thid., 1949, 111, 963. 





vaccination should be undertaken as early as possible, even 
in infancy. Dr. Gad, however, considers that the B.C.G. 
vaccination of the newborn, as carried out in Sweden on 
a large scale, may not be necessary in Denmark except in 
a tuberculous environment, “as the newborn are poor anti- 
toxin producers, and as we have less tuberculosis than in 
Sweden.” Dr. P. Hertz‘ refutes the argument that the new- 
born are poor antitoxin producers, and he points out that 
more than 90% of the newborn who have been vaccinated 
with B.C.G. in Sweden have been rendered tuberculin- 


positive. In his own experience of 64 newborn infants 


recently vaccinated in Copenhagen he has found it neces- 
sary only in two cases to repeat the operation in order to 
achieve a positive tuberculin reaction. In a more detailed 
study Dr. Hertz*® has reported on his successful vaccination 
with B.C.G. of 537 infants from 0-12 months old. None 
of the six deaths among these 537 infants was due to 
tuberculosis : hence his conclusion that “ one ought not to 
delay too long in proposing the voluntary Calmette vaccina- 
tion of all infants, and preferably the newborn.” Professor 
H. C.;A. Lassen® writes in the same sense, and he argues 
that the forty to fifty deaths from tuberculosis which still 
occur every year in Denmark among children under the 
age of 5 years are a standing reproach to those authorities 
who delay in applying B.C.G. vaccination to children of 
this age. 


FRACTURE OF THE BRONCHUS 


Traumatic rupture of the bronchus is a rare injury. In 
suspected cases the diagnosis should be confirmed by 
bronchoscopy. Immediate thoracotomy and repair may 
save life in some cases and prevent serious complications 
in others. Care must be taken to preserve the bronchial 
blood vessels. Kinsella and Johnsrud! in 1947 published 
a review of 38 cases, adding two of their own. A crush 
injury which shears either main bronchus at or near the 
carina was the usual cause of rupture. In more than half 
the cases it was fatal. Commonly associated with fracture 
of the bronchus were haemorrhage—causing haemoptysis, 
atelectasis, or haemothorax—and leaking of air, causing 
pneumothorax or mediastinal emphysema. In patients 
recovering, from the injury a bronchial stricture develops. 
leading to obstructive collapse and mediastinal shift. Arrti- 
ficial pneumothorax to ameliorate the resulting dyspnoea 
has had good results. In one case secondary infection was 
successfully treated by pneumonectomy. Endoscopic dila- 
tation was not found of much value. In 1945 Sanger” 
described two cases in which he had sutured tears of the 
bronchus due to penetrating shell fragments, but the first 
case to be treated by resection and anastomosis has recently 
been reported by Griffith. The patient was a woman who 
was thrown against the steering-wheel in a motor-car acci- 
dent, injuring her face and crushing her chest, with fracture 
of ribs on the left side. Dyspnoea was severe for a few 
days, but recovery was rapid. Later she became dyspnoeic 
again ; her chest was “ wheezy,” and she had a dry- cough. 
Radiographs two months after the injury showed obstruc- 


-tive emphysema of the left lung in expiration, and on 





1 J. thorac. Surg., 1947, 16, 571. 
2 Ann. Surg., 1945, 122, 147. 
3 Thorax, 1949, 4, 105. 
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auscultation a loud rhonchus was heard. At bronchoscopy 
an elastic stricture of the left main bronchus was seen. It 
was due to mal-union of a simple fracture, with overriding 
of the cartilage, and it could not be cured by dilatation. 
Operation was therefore advised, and was carried out six 
months after the accident. Through a left thoracotomy 
the stricture was excised, except for a bridge of posterior 
wall carrying the bronchial artery, and end-to-end anasto- 
mosis was done with interrupted stainless steel sutures. 
The patient’s recovery was uneventful ; her symptoms were 
relieved, and the bronchus healed normally. 





BONE LENGTHENING 


Inequality of more than two inches (5 cm.) in the length 
of the lower limbs is a serious handicap. Attempts to 
equalize the limbs by both lengthening the shorter or 
shortening the longer have been successful. Codivilla! in 
1905 first attempted to lengthen a limb by repeated forced 
pull on a nail transfixing the os calcis after oblique 
oesteotomy of the femur. Similar operations were carried 
out in 1912 by Freiberg,? and in 1913 by Magnuson® and 
by Ombredanne.* In 1921 Putti® published a paper on 
operative lengthening of the femur ; he used skeletal trac- 
tion and countertraction directly on the femur. In 1927 
a method of tibial elongation was described by Abbott® 
in which the steps were lengthening the tendo achillis, 
osteotomy of the fibula, insertion of the drill pins, 
osteotomy of the tibia, division of the tibial periosteum, 
division of the interosseus membrane and fibular inter- 
muscular septum, and finally application of the distraction 
apparatus. The complications of this procedure were for- 
ward bowing of the tibial fragments, overstretching, inter- 
ference with the blood supply of the fragments, and 
insufficient fixation of the fragments. 

Leg lengthening is indicated when the difference between 
the limbs exceeds one and a half inches (3.8 cm.) ; less than 
this can be easily compensated by pelvic tilting and shoe 
raising. Only young patients are suitable, and the opera- 
tion should not be undertaken after a recent acute infection 
or in cases with severe paralysis of the affected limb. A 
very large difference between the length of the limbs is 
also a contraindication. Success depends on the use of an 
apparatus which will confine movement of the fragments 
to the long axis of the bone, and Allan’ has been successful 
in producing an instrument which secures this. He per- 
forms an oblique osteotomy of the tibia about four inches 
(10 cm.) in length, leaving the periosteum intact as far as 
possible, and a transverse osteotomy of the fibula. Two 
Kirschner wires are inserted in each fragment and fixed to 
the distraction apparatus, and a carefully padded plaster 
is applied from toes to groin. When set, the plaster is 
divided, so that in effect each section of the limb is in a 
separate plaster cast. With this method Allan has found 
it possible to lengthen the bones at the rate of 1/16 in. 
(0.15 cm.) daily. Femoral lengthening has proved to be 
less geneinanee, owing to the difficulty of placing the trans- 





1 Amer. J. orth. Surg., 1905, 2, 353. 

2 Surg. Gynec. Obstet., 1912, 14, 614. 

3 Ibid., 1913, 17, 63. 

4 Bull ‘Mém. Soc. C hirurgiens Paris, 1913, n.s. 39, 1177. 
5 J. Amer. med. Ass., 1921, 77, 934. 

6 J. Bone Jt Surg., 1927, 9, 128. 

7 Ibid., 1948, 30-B, 490. 


fixing wires and the complication of knee stiffness. Alan 
used leg lengthening in cases of tuberculosis of the hip 
and knee, in congenital shortening, in pyogenic bone and 
joint infections which had been quiescent for more than 
six years, and in patients with ‘infantile paralysis treated 
by sympathectomy as a prior condition. Most patients 
were 13 or 14 years of age, but it was found that in adults 
the bones united just as readily. 

Muscles react badly to stretching, and much Wasting 
occurs. Periosteum, membranes, and fascia are not easily 
stretched, and their lengthening probably causes most of 
the pain experienced. Blood vessels withstand the pro. 
cedure well: nerves, however, are more liable to damage, 
especially the lateral popliteal nerve. Knee stiffness and 
displacement of the ends of the fibula are additional com. 
plications. Skin sloughing over the operation scar was 
noted when a gain of more than three inches (7.5 cm.) in 
tibial length was obtained. Allan states, however, that 
two inches of lengthening may be gained in the femur, and 
three in the tibia, without any complication. It cannot be 
denied that bone lengthening is a painful and formidable 
procedure. White goes so far as to state that in his 
experience the result seldom justifies the effort employed, 
since great force is needed to stretch the tissues in an 
already damaged limb. In many cases shortening of the 
longer leg has proved to be much the better method, being 
simpler and less hazardous. 





THE MANUFACTURE OF CORTISONE 


In a recent annotation! we referred to the discovery that 
“cortisone” (“compound E”) could be prepared from 
sarmentogenin, a substance which can be isolated from the 
seeds of the African vine Strophanthus sarmentosus. It is 
now known that the common yam of tropical America, 
Dioscorea mexicana, yields a substance, botogenin, which 
can be used as a starting-point for the preparation of corti- 
sone,” and many more plants may be found to be possible 
sources of cortical hormones. In the meantime pharma- 
ceutical manufacturers in the U.S.A. are co-operating in 
order to increase production of cortisone from ox bile. 
According to a recent report* one company is to quadruple 
its p!ant for the manufacture of desoxycholic acid from the 
bile of cattle slaughtered in the stock yards. A spokesman 
of the company said that desoxycholic acid can be prepared 
from the cholic acid in bile in much larger amounts than 
would be obtained by isolation of the natural substance 
from the same quantity of bile. Nevertheless, the quantity 
of desoxycholic acid which will be prepared in a year from 
the bile of 200,000 cattle will yield only about 2,700 g. of 
cortisone. This represents 27,000 doses of 100 mg.—a very 
small amount even for limited research purposes. 





Mr. V. Zachary Cope, M.S., F.R.C.S., will deliver the 
Bradshaw Lecture before the Royal College of Surgeons 
of England (Lincoln’s Inn Fields, London, W.C.) on 
Thursday, November 10, at 5 p.m. His subject is 
“ Visceral Actinomycosis and its Lisananenemel 





1 British Medical Journal, 1949, 2, 481 
2 Marker, R. E., J. Amer. chem. Soc, 1949, 71, 2656. 
3 New York Times, September 19, 1949. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 
FAILED FORCEPS 


BY 


F. J. BROWNE, F.R.C.S., F.R.C.O.G. 
Emeritus Professor of Obstetrics and Gynaecology, University of London 


The term “ failed forceps” is applied to the type of obstet- 
ric case in which an attempt has been made to deliver with 
forceps but without success. The causes of failure have 
been fully discussed in papers in this Journal and elsewhere 
by Phillips, Farquhar Murray, Miller, Fletcher Shaw, 
Stacey, and Claye, and are chiefly as follows. 


Contracted Pelvis and Disproportion 


In one-third of Miller’s 558 cases of failed forceps this 
was the cause, either alone or combined with a posterior 
position of the occiput. The difficulty arises mostly from 
failure to recognize insuperable disproportion between the 
foetal head and the pelvis, or because in cases of moderate 
disproportion the forceps is applied too soon and before 
sufficient time has been given for the head to mould and 
to descend far enough into the pelvic cavity. Incredible 
as it may seem, in over 50% of Miller’s cases the head was 
still free above the brim on admission to hospital after 
attempts at forceps delivery outside had failed. One of 
the elementary rules regarding the application of forceps 
had thus been broken. 

The most frequent cause of disproportion is contracted 
pelvis. Severe degrees of contracted pelvis due to rickets 
are now rare, but minor degrees of contraction, especially 
of simple flat and generally contracted pelvis, are common 
and apt to be overlooked before labour sets in if certain 
simple rules are neglected. 

(1) In a primigravida the foetal head should engage deeply 
in the pelvis in the last two weeks of pregnancy. If it does 
not do so a reason must be sought. A common cause is 
contracted pelvis, and this condition should always be 
excluded. This may be done by simple clinical methods 
—measuring the patient’s height (under 5 feet (1.5 m.) is 
always suspect), looking for rickets, and measuring the 
diagonal conjugate—but the present tendency is to use x-ray 
pelvimetry, which alone can give accurate measurements 
of the diameters, including the true conjugate, and the inter- 
spinous diameter of the outlet. Disproportion, which is rare 
in the absence of pelvic contraction, can be assessed by 
Munro Kerr’s modification of Muller’s method, with or 
without anaesthesia. 

(2) In multigravidae the history of past labours may give 
warning of possible trouble. For example, in one of the 
cases of failed forceps recorded by Fletcher Shaw the 
woman had had four previous confinements, two of which 
ended in craniotomy and two in caesarean section. 


Unrecognized Unrotated Posterior Positions of the Occiput 


This occurs mostly in primiparae. In all the series 
referred to above it was the second most frequent cause 
of failure. It is necessary to stress once more the impor- 
tance of a thorough examination of all patients before 
applying the forceps, first by abdominal palpation and then 
per vaginam, if necessary with the whole hand in the 
vagina under deep anaesthesia. It is necessary to make 
sure of the following points : (1) that the os is fully dilated ; 
(2) that the occiput is anterior; (3) that the head has 


descended at least to the level of the ischial spines. These 
can be easily felt on each side and mark the level of the 
pelvic floor. Application of forceps to a head above the 
spines is a “ mid forceps” application, below this a “low 
forceps.” 

Abdominal examination will reveal much. It will show 
how far the head has descended into the pelvis. If any 
part of the head is felt on abdominal palpation delivery is 
likely to be difficult and may even be dangerous for the 
child. Occipito-posterior positions cannot usually be diag- 
nosed abdominally but only by introduction of the whole 
hand into the vagina under deep anaesthesia. 

There are two ways of diagnosing persistent occipito- 
posterior cases. The first and most commonly used is to 
feel the ear—its free border is directed towards the occiput. 
It should be remembered that the ear may be folded for- 
ward, and this may give rise to doubt. Another plan is to 
feel for the nape of the neck. When this is found—a 
smooth flat surface—the forefinger can be passed a little 
farther on to the anterior shoulder and the head and body 
rotated by the internal hand alone in one single move- 
ment, if possible without dislodging the head out of the 
pelvic cavity. There is only one fallacy that I have 
found in this method of diagnosis : if the head is much 
moulded the forehead may be so elongated that it is mis- 
taken for the neck. This error can be avoided by keeping 
the possibility in mind and pushing the exploring hand a 
little farther on. If it is the forehead the finger will come 
to the face instead of the flat back and shoulder. It should 
be noted that slipping of the forceps is almost always due 
to its application to an unrotated occipito-posterior. If this 
happens the blades should be removed and the position 
reassessed. 


Application through an Undilated Cervix 


In 50% of Claye’s cases this was the cause of failure. As 
every student is taught that full dilatation is necessary 
before application of forceps the mistake can only arise 
through difficulty in diagnosing full dilatation. Claye has 
a useful word on this. “If,” he says, “the cervix is fully 
dilated the head has come so far through it that. its rim 
is no longer palpable. If the cervix is palpable it is not 
fully dilated.” To this the writer would add that “ full 
dilatation ” means full dilatation between pains. Too often 
the medical attendant examining the patient (as is correct) 
during a contraction and finding the head descend and no 
rim of cervix palpable concludes that the os is fully dilated 
and decides to apply forceps. When the patient is anaes- 
thetized, however, he may find that the os is only three- 
quarters or less dilated. By that time all preparations have 


‘been made for forceps, and if inexperienced the doctor 


may not have the moral courage to desist and confess his 
error. It is always wise, therefore, in assessing dilatation 
of the cervix before application of the forceps, to keep the 
examining finger in the vagina after the pain has passed off. 

Application of forceps through an imperfectly dilated 
cervix most commonly takes place in primiparae in whom 
the first stage of labour has been prolonged, and especially 
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if the membranes have ruptured prematurely. These are 
always anxious cases. There may be disproportion or an 
occipito-posterior position, in both of which cases labour 
tends to be slow and pains poor. But often neither of these 
is present and the delay is then generally due to primary 
uterine inertia. If the membranes are unruptured the long 
first stage does not matter much, though it tries the patience 
of all concerned. If the membranes have ruptured pre- 
maturely, however, the life of the foetus is then endangered, 
because as liquor trickles away the uterus is allowed to 
retract excessively and progressively diminish the area of 
attachment of the placenta and the foetal and maternal 
circulation through it. If it proceeds far enough this will 
cause foetal asphyxia and intrauterine death. These cases 
can be very anxious ones, and little can be done except to 
give a sedative, keep the bowels and bladder empty (a warm 
soap-and-water enema often stimulates strong contractions), 
and avoid fussy and repeated vaginal examinations. The 
foetal heart sounds should, of course, be examined at inter- 
vals. Most of these labours end spontaneously or the 
patients are easily and safely delivered by low forceps ; 
but in a few cases anxiety arises because the foetal heart 
sounds indicate foetal distress before the cervix is fully 
dilated. The best course to adopt then needs both experi- 
ence and good judgment. It is often possible to complete 
the dilatation of the cervix manually and apply forceps, 
but this is always a hazardous procedure for the child, 
especially as the dilatation is apt to be imperfect. If the 
cervix is thinned out over the head it may be divided at 
5 and 7 o’clock by scissors after applying the forceps and 
drawing the head gently downwards. But more and more 
of these cases are now being treated by lower-segment 
caesarean section, which is usually much safer for both 
child and mother. 
Constriction Ring 


This is one of the more infrequent causes of failure. It 
may be the only cause or it may complicate contracted 
pelvis or unrotated occipito-posterior cases. Usually the 
head descends fairly well when forceps traction is made, 
but it quickly recedes again when traction is stopped. This 
should make one suspicious, but the condition can only 
be diagnosed by removing the blades, inserting the finger, 
and feeling the ring as hard as iron around the neck. In 
such cases the forceps should be reapplied and one cap- 
sule (3 minims:0.18 ml.) of amyl nitrite crushed on gauze 
under the patient’s nose so that she may inhale it. Relaxa- 
tion takes place immediately, but is temporary. The for- 
ceps should therefore be in place for delivery without 
unnecessary delay. An alternative method is to inject 
subcutaneously 7 minims (0.62 ml.) of 1 in 1,000 adrenaline. 

Finally, a certain number of failed forceps cases arise 
through application of the instrument to a hydrocephalic 
head, an undiagnosed breech, a mento-posterior or brow 
presentation, or when there is obstruction by a pelvic 
tumour. 


Should the Forceps be Applied or Not? 


On each blade of the forceps there should be a large 
question mark. On taking up the first blade and seeing 
the question mark the operator should ask himself, “* Are 
the conditions present that make the application of forceps: 
safe—the membranes ruptured, a vertex presentation with 
the occiput anterior and the sagittal suture in the antero- 
posterior diameter, the bladder and bowels empty, the lower 
pole of the head at least at the level of the ischial spines, 
the os fully dilated ?”” On taking up the second blade he 


should ask himself, “What are the indications justifying 
the application .of forceps in this case?” Apart from the 


case when the head is on the perineum, when applicatio. 
of forceps (preferably preceded by episiotomy in a ' 
para) is always safe, there are only two real indications for 
forceps—maternal or foetal distress. + 

Finally, we should all of us keep in mind the words of 
our master, Smellie. “ Students should never think them. 
selves perfect ; for after all the instruction that can i 
be conveyed there are many things in midwifery that cap 
only be learned by practice and observation ; and 
will sometimes arise which will puzzle and foil the bey 
practitioners.” 
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HOSPITAL SYRINGE SERVICE 


Mr. P. G. MERRETT, theatre technician, St. Thomas’s , Hospital, 
writes: In modern anaesthesia the use of 2-ml. syringes both 
for immediate and for intermittent use during operations seems 
to have increased with the introduction of curare and its anti- 
dotes. I thought, therefore, that a method of packing syringes 
ready for supply at a moment’s notice would be acceptable, 
and have devised the following contrivance, which has met 
with the approval of most of the anaesthetists at this hospital. 
The type of sterilization is by dry heat. 

As the accompany- 
ing diagram shows, 
the requirements are 
heat-resistant syringes, 
oven-glass tubes, 
“cellophane,” and a 
small rubber band to 
seal and secure the 
end of the tube when 
ready for sterilizing. 
Care of the needle- 
point is important, 
and for this purpose 
use is made of a piece 
of the brass needle- 
holding tray supplied 
by most manufac- 
turers with new 
needles. The un- 
wanted clips are 
flattened, leaving one for each guard, and cut out as shown. 
This guard is easily clipped to the needle-butt and hand-shaped 
so as to be deflected from the point of the needle. The tapered 
end is curved inwards slightly to fit the bottom of the glass tube, 
and serves as a protection to the whole. This method has 
stood up to normal use. If required, an absorbent cotton roll, 
as used for dental purposes, can be inserted alongside the needle. 
This provides a swab for cleaning the area of injection, and can 
be used to protect the needle if the syringe is required for 
intermittent injection. Most anaesthetic trolleys could carry a 
small bottle of surgical spirit. 

There is no doubt the method could be adapted for other 
branches of medical, surgical, and laboratory work, and it might 
be handy in a central supply depot. 
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A set of pictares for public display has been prepared on 
“Coughs and Sneezes” by the Central Office of Information. 
Local authorities may obtain these sets from the C.O.1. (Room 
2301), Block 2, Montagu Mansions, Crawford Street. Baker 
Street, London, W.1. 
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The Institute provides postgraduate instruction 
and facilities fur research in diseases of the chest. 
As to the former function, the most important 
aspect is the training of physicians and surgeons 
wishing to specialize in diseases of the chest. After 
courses of study lasting for one or more terms it is 
intended that a proportion of the students shall 
obtain graded hospital appointments, the number 
of which has increased during the past few years 
to meet the needs of the Institute. The -research 
facilities of the Institute will, it'is hoped, play an 
important part in training thé specialists of the 
future. When circumstances permit, advanced revi- 
sion courses for established specialists will be con- 
ducted. The Institute will also provide, when pos- 
sible, instruction as part of the training of general 
physicians. No undergraduate teaching is now 











THE BROMPTON 


HOSPITAL 
INSTITUTE OF DISEASES OF THE CHEST 


The opening this week of the new building of the Institute of 
Diseases of the Chest at the Brompton Hospital carries one 
stage further a recommendation in the Report of the Inter- 
departmental Committee on Medical Schools, 1944 (the Good- 
enough Report). At that time the British Postgraduate Medical 
School provided opportunities for study in medicine, surgery, 
obstetrics, gynaecology, and pathology, but made no use of the 
unrivalled facilities available in the special hospitals in London 
for the study of particular branches of medicine and surgery. 
The report recommended the reorganization of the British Post- 
graduate Medical School as a Federation, with clinical institutes 
not only in general medicine and surgery at Hammersmith but 
also in association with the principal special hospitals. Accord- 
ingly the British Postgraduate Medical Federation was estab- 
lished, and institutes at the special hospitals are now in various 
stages of development. 

At the Brompton Hospital postgraduate instruction has been 
given for many years, and until 1939 some undergraduate teach- 
ing also. The Medical School of the Brompton Hospital was 
included in the list of institutes having recognized teachers of 
the University of London, the teaching taking the form of 
short intensive courses, including informal attendance in wards 
and out-patient departments of the hospital. 

Following publication of the Goodenough Report, efforts 
were made to improve the academic status of the School in 
order to conform to the suggested scheme for postgraduate 
education. Early in 1946 a programme of postgraduate teach- 
ing was begun which has been continued since then with very 
little modification. During university terms courses of study 
consist of clinical work in the wards and out-patient depart- 
ments ; radiological, pathological, and clinical demonstrations 
and discussions; -and lectures; A less formal type of 
instruction is continued during the summer vacation. The 
Medical School of the Brompton Hospital was always finan- 
cially independent of the Hospital. In May, 1947, its name was 
changed to “The Institute of Diseases of the Chest.” Since 
1946 the British Postgraduate Medical Federation has given it 
financial support. The teaching activities at the Postgraduate 
Association of the London Chest Hospital, begun in 1924, now 
come under the umbrella of the Institute. 

The new, building now formally opened consists of a single- 
story building adjoining the west side of the main block at the 
Brompton Hospital. Accommodation includes laboratories, a 
library, a museum, a lecture theatre, a photographic department, 
a common room for students, a refectory, and administrative 
offices. Begun in May, 1948, the building was completed in the 
summer of 1949. 


given. 

About thirty-five to forty postgraduate students 
attend each term, of whom 12 are working whole-time. They 
spend one day a week at the London Chest Hospital and the 
rest of their time on clinical work in the wards and at clinical 
demonstrations. Preference is given to those who are specializing 
in diseases of the chest ; the remainder are part-time students 
studying for the M.R.C.P. and other examinations. The Insti- 
tute will try to meet the enormous demand for training in 
thoracic surgery. At present only temporary arrangements have 
been made, but it is hoped eventually to appoint a surgical sub- 
dean who will co-ordinate and expand tuition in thoracic 
surgery. 

Almost half the accommodation of the Institute is devoted 
to research laboratories, including a laboratory of respiratory 
physiology. Pathology is not included; though the museum 
and its preparation room are housed in the Institute the patho- 
logical laboratories remain in the hospital. 

The Dean is Dr. J. G. Scadding, and Drs. Kenneth Donald. 
J. W. Crofton, and J. R. Bignall hold appointments on the staff 
of the Institute. The staff of the Brompton and London Chest 
Hospitals take part in the teaching at the Institute. 

Now that the new building is completed and equipped, it 
awaits only approval and inspection by the University of 
London before it acquires the full academic status of an insti- 
tute of the British Postgraduate Medical Federation and takes 
its place as the principal training centre in this country for the 
chest specialists of the future. 


Respiratory Physiology Laboratory 
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THE CARE OF OLD PEOPLE 


ADDRESS BY SIR WILLIAM DOUGLAS 


Representatives of nearly three hundred voluntary organizations 
and of nearly as many local authorities assembled at Friends 
House, London, for the fourth annual conference of the National 
Old People’s Welfare Committee, which works in association 
with the National Council of: Social Service. One subject for 
discussion, under the chairmanship of Sir Ernest Rock Carling, 
was the employment of old people, and an open forum was 
held on matters affecting old people’s welfare. 

At the opening session Sir William Douglas, Secretary of the 
Ministry of Health, addressed the conference on what has been 
planned and achieved by local authorities and voluntary bodies 
since the passing of the National Assistance Act, 1947. After 
mentioning that in that year the total number of people of 
pensionable age was 13.7% of the population, Sir William 
Douglas discussed methods of encouraging old people to con- 
tinue to live an independent life for as long as they could, 
and the importance of ensuring that old people who could 
not look after themselves would be cared for with kindness and 
Understanding. 
~The withdrawal of old people from normal community living, 
He’ said, should be postponed for as long as possible, and 
geriatric treatment had helped towards this desirable end. For 
thé ‘most part ‘the 95% of old people living by themselves or 
with their families did not want to be thought of as sezregated 
from the community, but if they were to continue to lead an 
independent life some consideration must be given to their 
special needs—especially in the matter of housing. Too many 
old people were living at the top of high buildings ; others in 
large houses where they had formerly brought up families. 
Some local authorities had provided bungalows and flats 
specially designed for the aged, but much remained to be 
done in that respect. The Ministry of Health was encouraging 
local authorities to include in their programmes houses of vary- 
ing size. The Housitig Act, 1949, enabled Exchequer assistance 
to be given to housing authorities for the provision of hostels 
for those who no longer required or desired a separate home of 
their own. He feared that a long time must elapse before 
an adequate number of old people’s dwellings could be 
built. 

To ensure that old people got adequate meals various provi- 
sions were made, notably the “ Meals on Wheels” service. The 
Women’s Voluntary Service were serving 50% more meals from 
their centres than was the case a year ago. Civic restaurants 
would arrange for meals to be taken round their districts. The 
Ministry of Health would grant sanctions for loans to enable 
local authorities to buy vehicles and equipment for this service. 
The movement to establish old people’s clubs had been greatly 
facilitated by grants under Section 31 of the National Assistance 
Act. Up to last July there were 1,800 such clubs. 

There had also been a large extension of the home help 
service, offering unlimited scope for voluntary effort in helping 
old people. Many of them, too frail to leave their homes, 
appreciated help with shopping and certain household work, or 
just a friendly visit, with any desired advice on their personal 
difficulties. For old people who could no longer live a wholly 
independent life some residential homes had been established. at 
which the weekly minimum charge was 21s. Subsidies were 
available for the building or acquisition of houses suitable for 
this purpose. 

As for the bedridden, Sir William Douglas said that he looked 
forward to the day when no old person would be condemned 
to bed in the casual manner which had obtained in the past. 
Fach such case should be carefully examined and considered 
from the point of view of the possible restoration of function. 
Some, of course, must always remain in the care of the hospital 
service, requiring constant care and supervision. It was very 
important to give them a sense of security ; they should not be 
removed from one establishment to another except on strong 
medical grounds. It was difficult to escape the conclusion that 
some special accommodation for the aged infirm would have 
to be provided. 
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FATS IN NUTRITION 


A conference of the Nutrition Society on “ Triglyceride Fat; 
in Human Nutrition” was held in the medical schoo] of 
Birmingham University on October 15, with Sir Leonarp 
Parsons, F.R.S., presiding. 

Professor T. P. HitpitcH spoke on the chemical constitution 
of natural fats, which were all complicated assortments of 
mixed triglycerides. In the formation of individual glyceride 
molecules a principle of even distribution of fatty acids between 
the glycerol molecules usually held good ; no fat molecule con- 
tained two radicles of any particular acid unless all the other 
molecules contained at least one radicle of that acid. The 
compositions of certain animal fats, however, did not appear 
to obey this rule. Thus beef and mutton fats coritained 
glycerides with more than one radicle of stearic acid in greater 
amounts than might be anticipated. Human depot fat cop- 
tained 24% of palmitic acid, 8% of stearic acid, and 3% of 
myristic acid as its saturated components, with 47% of oleic 


_ acid, 5% of palmitoleic, 10% of acids of the linoleic type, and 


3% of C,_,, acids as its unsaturated components. Liver 
glycerides differed in composition both from the storage fat; 
of the same animal and from the corresponding liver phospha- 
tides. In some animals the milk fat closely resembled the 
depot fat, but in others it differed in containing large amounts 
of short-chain acids. Human milk fat was unique in containing 
lauric acid and a little capric acid, but no acids of lowe: 
molecular weight. 

The ability of animals to synthesize fats from carbohydrates 
had long been recognized. Recently the synthesis of palmitic, 
stearic, palmitoleic, and oleic acids had been proved, but it 
remained doubtful whether other acids could also be pro- 
duced. Dietary fat might be absorbed by the animal, pro- 
vided that it melted, or at least softened, at body temperature, 
but it was uncertain whether an animal could utilize fatty 
acids which did not usually occur in its body even if they 
were ingested as glycerides of low enough melting point. The 
inclusion of vegetable fats in the diet might alter the composi- 
tion of the animal’s depot fat, but acids of low molecular 
weight were not stored. Vegetable fats varied greatly in com- 
position, some being almost saturated and others highly 
unsaturated. Marine oils were usually characterized by the 
presence of large amounts of unsaturated C,,,, acids. In 
artificially hardened fats, as used for the manufacture of 
margarine, only small amounts of doubly unsaturated acids 


were present, since the hydrogenation process first reduced ° 


all the acids to single unsaturated linkages before completely 
saturating the acids first attacked. 

Dr. P. Kraut said that the production of artificial fats from 
acids formed by the catalytic oxidation of petroleum had been 
studied in Germany at various times since the first world war. 
The crude acids so produced differed from those of natural 
fats in containing equal numbers of odd and even carbon 
chains, in the absence of unsaturated components, and in the 
presence of dibasic acids, branched chain acids, alcohols, 
aldehydes, and various other contaminants. Dibasic acids did 
not appear to be injurious, but the removal of the other 
impurities was a tedious procedure. Although by repeated 
purifications it had been possible to produce tasteless fat which 
appeared to be innocuous when given in small quantities to 
experimental animals and man, the high cost involved was 
only justifiable in time of war. In any case the general use 
of artificial fats in human nutrition could not be recommended 
without further extensive feeding trials. 


Study of Fat Absorption 

Dr. J. M. FRENCH outlined methods for the quantitative and 
qualitative investigation of fat absorption. To find the amount 
of fat absorbed from the intestines the faecal excretion of fat 
must be balanced against the dietary intake over a period of 
at least three to five days. For estimating the efficiency of 
absorption a standard diet containing 50 g. of fat daily was 
usually given, but sometimes 100 g. or more was included. 
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Useful information could often be obtained by changing the 
quality of the dietary fat, particularly by increasing its content 
either of saturated short-chain acids or of unsaturated fatty 
acids. To elucidate the nature of defects in fat absorption it 
was often instructive to compare the qualities of the dietary 
and faecal fats, and for this purpose estimations of molecular 
weight and iodine value were useful. 

In order to understand changes in the mechanism of fat 
absorption the intraluminar, cellular, and distributive phases 
must be considered. During the intraluminar phase fat was 
prepared for absorption partly by hydrolysis and partly by 
fine emulsification. In the cellular phase it passed through 
the intestinal cell, probably undergoing further modifications 
involving phospholipoid formation. In the distributive phase 
it left the intestinal cell and was either carried by way of the 
lymphatic vessels, the thoracic duct, and the systemic blood 
stream into the fat depots, or alternatively by way of the 
portal blood stream into the liver. The choice between these 
two routes depended on the degree of hydrolysis. Short-chain 
acids, which were readily detached from their glycerides, were 
mainly absorbed in a non-particulate, molecularly dispersed 
form in aqueous solution by the portal route; long-chain 
triglycerides, which formed a large part of the normal diet, 
were absorbed in particulate, emulsified form by the lymphatic 
route. 

To find whether ingested fat underwent normal intraluminar 
changes specimens of the intestinal contents of patients could 
be withdrawn by means of a Miller-Abbot tube; the degree 
of dispersion and stability of the fat particles could then be 
examined, and estimations made of amylase, lipase, trypsin, 
lysozyme, and phosphatase. Tests of the efficiency of particu- 
late absorption could be made by giving a long-chain trigly- 
ceride as a test meal, and by examining the resulting systemic 
lipaemia three hours later by means of the chylomicrograph 
or by microchemical estimations of fatty acids. When it was 
suspected that defective particulate absorption was accom- 
panied by an increased absorption of fatty acids by the portal 
route, decreased gastric acidity and motility should be looked 
for, and also the possibility of excessive mucus formation in 
the small intestine should be investigated. In checking the 
normal functioning of the intestinal cells their power to absorb 
substances other than fat might be tested; the rate of dis- 
appearance of glucose when introduced jn small amounts into 
the intestine often provided useful information. Excessive 
carbohydrate fermentation could be detected by estimating the 
increased amounts of volatile acids present in the intestines. 

Dr. H. G. Sammons then described an ingenious apparatus 
by which it was possible to estimate the amount of fat present 
in a few drops of blood. 


Types of Defective Fat Absorption 

Professor A. C. FRAZER, whose article on “ Fat Metabolism 
and the Sprue Syndrome” appeared in the Journal of October 
8 (p. 769), discusséd normal and abnormal fat absorption in 
the human subject and its nutritional significance. He said 
that normal subjects absorbed 95% or more of their dietary 
fat, but two types of defective absorption could be recognized. 
First, a deficiency of bile or pancreatic secretion might cause 
only 10-20% of the ingested fat to be absorbed. The faecal 
fatty acids were then found to resemble those of the dietary 
fat in composition, there was no evidence of abnormal gastric 
secretion or motility, and if the fat content of the diet was 
raised there was no corresponding increase in the absolute 
amount of fat absorbed. Secondly, patients who appeared to 
have a normal biliary and pancreatic secretion were often 
found to be able to absorb only 50-70% of their dietary fat. 
The faecal acids were particularly rich in long-chain com- 
ponents, gastric secretion and motility were abnormally low, 
and an increase in the dietary fat was usually accompanied 
by a rise in the absolute amount absorbed. In this second 
type of defect, in which reduced particulate absorption was 
presumably associated with normal non-particulate absorption, 
the failure of acid formation in the stomach made the pH of 
the small intestines much less subject to sudden changes. In 
these circumstances bacteria were able to thrive at abnormally 
high intestinal levels, which allowed them to hydrolyse fats, 


ferment carbohydrates, and utilize nutrients such as nicotinic 
acid, riboflavin, and folic acid in competition with the normal 
metabolic processes of their host. The whole pattern of 
intraluminar activity might thus be changed, and minor diges- 
tive delays or embarrassments might become of major import- 
ance in precipitating secondary nutritional deficiencies. 


Intravenous Alimentation 

Dr. J. J. Evxes described attempts to prepare fat emulsions 
suitable for use in intravenous’ alimentation. Besides being 
physically and chemically stable such emulsions should be 
compatible with protein and glucose for simultaneous adminis- 
tration, and should not cause pyrogenic or local reactions. 
Physicochemical experiments indicated that to promote stability 
the fat particles and the protein of the emulsifying medium 
should have similar electrical charges. Promising preparations 
had been obtained with olive oil emulsified with either diluted 
blood plasma protein or a combination of dextran and soya 
bean phosphatides. 





uu 


INTRACRANIAL SUPPURATION 


In his presidential address to the Section of Neurology of the 
Royal Society of Medicine on October 6 Mr. JULIAN TAYLOR 
chose for his subject “ Intracranial Suppuration.” He remarked 
that almost since the advent of antiseptic surgery it had been 
known that certain varieties of intracranial abscess were amen- 
able to treatment by drainage. Nevertheless, when in 1941 he 
took part in a discussion on this subject he had to speak of the 
treatment of abscess of the brain with some pessimism. Since 
then, thanks to penicillin, the outlook had changed consider- 
ably. It was often held that brain tissue had poor powers of 
resistance in relation to bacterial invasion, but it was doubtful 
whether that was true. A large proportion of cases of cerebral 
abscess had been successfully treated by some form of drainage, 
and it was possible that in many cases this treatment, although 
successful, was unnecessary, and that the minor procedure of 
aspiration might have been effective. Of the procedures for 
dealing with abscess of the brain the least destructive was 
aspiration of pus and the most destructive was excision, but 
the only possible deduction from the various results was that 
the brain itself must inherently have certain powers of resistance 
to suppurative infection. 

In acute suppurative meningo-encephalitis, Mr. Taylor’con- 
tinued, the policy of awaiting localization and the formation of 
an anatomically thick and therefore palpable wall had many 
adherents, though it might well be that localization would not 
be sufficiently complete or rapid and the patient might succumb. 
The discovery of penicillin had solved the problem of treatment 
when the causative organism was penicillin-sensitive, but it was 
important to ensure that the drug was so administered as to 
reach every infected tissue. 

Mr. Julian Taylor then passed in review a number of cases 
of subacute and chronic abscess of the brain which he had 
treated. Before the war in his experience suppurative meningo- 
encephalitis had been almost invariably fatal. In 1948 a boy 
of 13 was brought into his hospital with this condition, and 
after some vicissitudes made a complete recovery, save for a 
residual epileptic tendency. No surgeon, he said, could have 
helped that boy without penicillin. He had many times excised 
brain abscesses in the past, but with penicillin available he 
thought this would seldom be necessary. There was now a 
wave of opinion in favour of excision almost as a routine, but, 
though he would not say that a cerebral abscess should never 
be excised, he thought that other methods would avail in 
most cases. .The management of many of these conditions, 
which was previously a formidable procedure, had’ become 
almost simplicity itself. The neurological surgeon should offer 
humble thanks for the discovery of penicillin. 

Sir CHARLES SYMONDS, in proposing a vote of thanks, said 
that it was tempting to imagine that the shades of great men 
of the past might be listening. He thought particularly of 
William Macewen, who 50 years ago announced to his sceptical 
colleagues that an uncomplicated cerebral abscess, diagnosed 
early,-accurately localized, and operated upon, was one of the 
most satisfactory of all intracranial lesions. 
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Migraine 

Sir,—May I suggest that Dr. G. S. Graveson’s interesting 
article on retinal arterial occlusion in migraine (October 15, 
p. 838) may lead to unnecessary anxiety in people who suffer 
from attacks of migraine? In the first place it suggests that 
migraine is a disease, and that retinal arterial occlusion is a not 
very infrequent feature of it. I would strongly emphasize that 
migraine is not a disease but a symptomatic syndrome, as Lhave 
described it for many years in my Diseases of the Eye. Further, 
the statement that “there are numerous records of patients 
who have been left with a permanent homonymous visual-field 
defect after a migrainous attack” is liable to misinterpretation 
when one takes into account the very large number of people 
who suffer or have suffered from migraine. In fact one has to 
search the literature to find records of such cases. 

The complete typical migrainous syndrome is so characte1- 
istic that it is unmistakable ; but in mild attacks and in adults 
only parts may occur. In them, speaking from personal experi- 
ence, the scintillating scotomata are most frequent; but 
headaches without scotomata can be recognized by intelligent 
sufferers as probably migrainous. It is very doubtful whether 
headache in the absence of scotoma or without any history of 
scotomata should be regarded as “ migraine.” On this criterion 
Dr. Graveson’s Case 3 was not a case of migraine. 

With regard to the vascular theory of migraine, Wolff and his 
colleagues advanced new confirmatory facts, but surely it has 
been the accepted theory for many years. The frequent 
association of other sensory phenomena in bad attacks—tingling 
and numbness of fingers and tongue, partial aphasia, etc.— 
shows that the vascular disturbance is not necessarily limited to 
the occipital cortex. It would not therefore be surprising to 
find similar arteriomotor changes elsewhere—e.g., in the retinal 
arteries—though of course the scotomata could not be attributed 
to them. I remember that many years ago the late Mr. Leslie 
Paton told me that he had watched the retinal vessels of a 
surgical colleague during an attack of migraine, but was unable 
to be certain that there were changes in calibre. Considering 
the differences of magnification due to optical conditions— 
refraction of the eye, distance of the ophthalmoscope from the 
eye, etc.—it would be almost impossible to be certain of any but 
gross changes. 

On the other hand, it is certain that extreme and localized 
spasm of retinal arteries can occur and that they may precede 
“embolism” (which is usually thrombosis). I remember one 
such case under Sir William Lister at Moorfields which showed 
characteristic signs of “embolism” of a branch of a retinal 
artery ; these disappeared during the course of the morning’s 
observations. 

Migraine is a very common complaint, and it implies the 
presence of a minor form of vasomotor instability. It is there- 
fore not surprising that cases of retinal arterial occlusion and 
of permanent homonymous hemianopia should occur in migrain- 
ous subjects, but there is no doubt that relatively to the inci- 
dence of migraine they are rare. They naturally attract special 
attention owing to the characteristic visual disturbances of 
migraine. Would a physician pay much attention to a history 
of migraine in a case of hemiplegia 7—I am, etc., 


Leeds. J. HERBERT PARSONS. 


Treatment of Ringworm of the Scalp 


Sir,—We appreciate the criticism (October 8, p. 815) of 
Drs. J. Martin Beare and Ivan H. McCaw and endorse the 
emphasis they place upon the value of x-ray epilation in the 
treatment of ringworm of the scalp. Our recent contribution 
(September 17, p. 626) was a sequel to the article published 
in the Journal of April 17, 1948 (p. 723), which we introduced 
by an account of our routine treatment of scalp ringworm by 
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preliminary x-ray epilation. We also stressed the significanc, 
of mechanical epilation in the ointment technique. In tha 
paper we concluded that preliminary x-ray epilation, even when 
followed by simple ointment, still affords the qfickest prospeq 
of cure. We hoped we had made it clear that we regarded the- 
x-ray technique as the 100% standard of cure and that with 
various fungicides and penetrating bases we have not exceedey 
a 75% rate of cure; the duration of treatment also is longer 
than that when x-ray epilation is used. 

Our researches on the problem were begun during a spate of 
ringworm infections when some patients were waiting severa| 
months for their x-ray epilation. We had ample evidence of 
the ineffectiveness of the old and new fungicides in simple 
bases, but it was hoped that with the new emulsifying ang 
penetrating agents better results could be obtained, and wor 
on similar lines in the U.S.A. encouraged that hope. Our first 
results were disappointing, but with the elaboration of the 
technique described about three-quarters of the unselected 
patients were cured of their infection in two to three 
months. 

Although the numbers of the successfully treated patieny 
were small the results were sufficiently encouraging in view 
of our previous experience to justify their publication, and we 
hoped to stimulate further work on similar lines and in the 
meantime to offer an alternative method of treatment which 
could be employed with a fair measure of success when x-ray 


* epilation was not available. Naturally the increased penetration 


of the fungicides, by virtue of the penetrating bases, carries 
more risk of skin irritation, and, contrary to the criticism 
expressed by Drs. Beare and McCaw, the reactions were 
reported. Also the duration of the disease was not given 
because a parent’s fortuitous recognition of an obvious lesion 
is indefinitely related to the onset of infection. Apart from the 
spontaneous cure of Microsporon infection of the scalp which 
is usual at puberty we have seen no instances of spontaneous 
cure in our clinics nor any cures in patients using Whitfield’s 
ointment for three to six months while waiting for epilation. 
Drs. Barlow, Chattaway, and Whewell (October 15, p. 875) 
drew attention to several important factors requiring further 
investigation. While our results with phenylmercuric nitrate 
and salicylanilide suggested that there was nothing to choose 
between these two fungicides, it is probable that others with 
smaller molecules would more readily penetrate the hairs, 
and we have found that a dilute ammoniacal solution of copper 
sulphate with Crill No. 6 as a wetting agent gives comparable 
results. Although x-ray epilation alone has undoubtedly cured 
many cases of scalp ringworm in children, cure cannot be so 
certain as when followed by the daily use of fungicidal oint- 
ments, which also diminishes the risk of spreading infection — 
We are, etc., 
R. T. Brain. 


London, W.1. H. HAaBeEr. 


Modern Trends in Radiology 


Sir,—It is proper that from time to time we should pause to 
consider the efficacy of accepted procedures and prevalent 
tendencies in current practice, and therefore Dr. James F. 
Brailsford’s address in»Philadelphia (October 1, p. 724) is, as 
he says in his opening sentence, a stimulant to thought. It is 
regrettable that in his critical letter (October 15, p. 870) Dr. Peter 
Kerley, an official adviser to the Ministry of Health on mass 
radiography, should conclude his declamation with the remark: 
“It is unfortunate that such nonsense should be given space in 
a scientific journal.” 

Dr. Kerley’s standpoint is not unassailable, and there are at 
least a minority who are thoughtfully concerned in regard to 
the use made in this country of the miniature, radiography 
instrument. The technique which developed during the war 
for examining Service men and women is not necessarily the 
best for tackling the problem of tuberculosis in the civilian 
population. Hoffstaedt’ pleaded that M.M.R. units should be 
used “at health centres, and should concentrate their attention 
on workers in hazardous industries, on contacts of known cases, 
and on suspicious cases with symptoms—i.e., tHe suspected 
rather than the unsuspected section of the population.” 











cance 
n thar 
| When 


ed the: 


t With 
ceded 
longer 


ate of 
eVera| 
ice of 
imple 
B and 
work 


r first 


lected 
three 


tients 
View 
d we 
1 the 
Vhich 
x-ray 
ation 
iITies 
icism 
were 
siven 
sion 
1 the 
hich 
eous 
eld’s 
tion. 
875) 
‘ther 
irate 
O0se 
with 
airs, 
pper 
able 
ured 
> $0 
yint- 
n.— 








Oct. 29, 1949 


CORRESPONDENCE 


981 





The present tendency of M.M.R. units is to lead a nomadic 
life wandering among the factory populations of the more 
densely populated areas ; with the supply of more mobile vans 
it is to be hoped that directors of these units will extend their 
peregrinations into less thickly populated areas. Even as a 
branch of preventive industrial medicine, however, the present 
use of M.M.R. is defective. (1) The early case of significant 
tuberculosis is probably off sick when the unit visits his factory. 
(2) Not all the factory employees are examined at any one visit. 
(3) It is rare that the unit succeeds in revisiting the factory 
at the yearly intervals which have been considered desirable. 
(4) When it does attain anything approaching regular repetitive 
visiting the value of this is substantially reduced by the dimin- 
ishing number of employees who volunteer for re-examination 
on these visits.’ * 

Occasionally an M.M.R. unit attempts a survey of the general 
public somewhere. In such instances the proportion of volun- 
teers coming forward is often less than economically worth- 
while ; hence perhaps the infrequency of such sallies. If any 
serious attempt is to be made to mass radiograph a complete 
population of, say, 50.000 (excluding the unsusceptible age 
groups) the first requirement of an M.M.R: unit would be a 
highly trained publicity agent. Secondly, such a survey would 
necessitate a thorough speeding up of the rate at which 
examinees passed through the unit, perhaps attainable if a 
man did not have to strip to the waist and pass a row of form- 
filling clerks. Thirdly, two units working together would facili- 
tate the sieving of such a general population during the limited 
time that the publicity management could keep the population 
keyed up. Fourthly, if successful, such an intensive survey 
ought completely to overload any existing clinic services, and 
these would have to be reinforced for the occasion. 

The plight of M.M.R. calls for remedy in two opposite 
directions. Units must become much more mobile and flexible 
in the sort of work they do. Thus they should be ready to go 
off at short notice to a rural district devoid of electricity or 
suitable halls to investigate a relatively small group of people. 
Such a task need not be restricted to fluorography. As some 
units are doing at present under the aegis of the Medical 
Research Council, tuberculin-testing might well be linked with 
such work—and why not B.C.G. vaccination too? This would 
transform the unit from a not very efficient diagnostic weapon 
into the prototype tool for a real prophylactic attack on tubercu- 
losis in this country. On the other hand the M.M.R. instru- 
ment, without its ponderous and elaborate equipage, would be 
a valuable addition to the armamentarium of the chest clinic. 
Many chest physicians in big towns are working some sort of 
“ general practitioner x-ray service,” and with a miniature radio- 
graphy apparatus permanently installed such work could be 
vastly extended and contact work improved. 

Dr. Kerley argues that the M.M.R. case of tuberculosis 
requires less time in a sanatorium than the case reporting to 
a chest clinic. Where is the evidence justifying such an impor- 
tant and dogmatic assertion ? How long do the patients in the 
two groups have to wait before admission? How many of the 
M.M.R. cases admitted to a sanatorium really needed to go 
there at all? And what about the cases who ignore the early 
symptoms of chest disease because they had had a normal result 
by M.M.R. a few months previously ? 

Perhaps the most important observation that Dr. Brailsford 
makes on mass radiography is the fact: that these surveys have 
shown that 40 persons per 1,000:appear to have had fairly 
extensive disease and recovered from it without knowing of 
its existence. This teaches us that pulmonary tuberculosis is 
probably a great deal commoner than used to be thought, and 
also more benign. Yet tuberculosis damages the social and 
economic life of this country more than any other disease, and 
such a finding aggravates the difficult and crucial question of 
which are the cases of tuberculosis really needing treatment— 
a question which becomes more and more important as our 
diagnostic tentacles extend further and further into the normal 
life of the community.—I am, etc., 

Reading. W. H. TATTERSALL. 
REFERENCES ¥ 


1 Lancet, 1947, 2, 955. 
2 Dick, W. P., British Medical Journal, 1948, 1, 689. 
Bradbury, F. C. S., Lancet, 1948, 2, 293. 


- 


Sir,—Now that Drs. Peter Kerley, A. Gordon Evans, and 
F. Kellerman (October 15, p. 870) have commented on some 
of the glaringly inaccurate generalizations made in Dr. James F. 
Brailsford’s article (October 1, p. 724), may I be allowed to 
call the attention of general practitioners and of radiologists in 
particular to the relationship between mass radiography and 
Dr. Brailsford’s “five omissions”? I know from personal 
experience that some radiologists hold similar views to his, 
and a remark recently addressed to me by a radiologist at a 
medical meeting, “ But you know, Doctor, other things than 
T.B. show up in an x ray,” summarizes the position of the 
chest physician in the eyes of some non-clinicians. 

The unit with which I am associated will continue to en- 
courage the general practitioner to send cases and so to increase 
the present annual rate of 1,700 cases referred. The few figures 
given to support my statements are from this unit, being facts 
available to me, but it must be stressed that this unit is by no 
means exceptional. 

Dr. Brailsford writes, “ You may ask what evidence I have 
of these omissions. I believe you could obtain such evidence 
from the activities in many hospitals, but the strongest evidence 
is in the boosting of mass radiography.” My comments on his 
** omissions ” are as follows. 

(1) His first “ omission” is the failure to carry out clinical 
examination before radiology. This is impossible to rectify, by 
the nature of the work: but clinical examination is carried out 
if the history or radiograph indicates it. A history is taken* 
from each person coming to the unit. Here it is advisable 
to remind practitioners that physicians, in contradistinction to 
Dr. Brailsford, do not diagnose activity by radiology alone. 

(2) No individual can possibly have a better opportunity of 
learning the “ bounds and appearances of the normal ” than the 
physician in charge of a unit. He sees, probably, more normal 
films in a year than the radiologist who is not associated with 
a chest hospital sees in his lifetime. More than 43,600 miniature 
films were read here in 1948. 

(3) Serial radiographs with clinical examinations are a routine, 
though a time-consuming one. Some 350 individuals are under 
such observation at the time of writing, apart from those 
referred for treatment. 

(4) His next “ omission,” failure to appreciate that the onset 
of disease is not associated with immediate radiological change, 
is also untrue. Cases presenting themselves with a history of 
recent unexplained pleuritic pain are followed up regardless 
of negative radiological findings ; some have been followed up 
for more than two years, some have developed disease, and all 
have been reassured by this evidence of interest in their welfare 
—a fact ignored by Dr. Brailsford. 

(5) It is difficult to take seriously the statement that there is 
“a failure to realize that, though the disease has ceased its 
activity. the radiograph may show spectacular appearances even 
to the end of an apparently normal life.” But if we are expected 
to take it seriously we can only speculate about the truth of 
some of the other sweeping statements made to the profession 
in the United States about clinicians in this country. 

However much one may disagree with Dr. Brailsford about 
his “ omissions ” in relation to mass radiography, he was right 
when he said, “ The best preventive medicine is that aimed at 
prevention, not that which is aimed at treatment of disease 
that could have been prevented.” But this is, as yet, an ideal. 
Meanwhile all chest physicians especially will'join him in his 
appeal for better homes, and if this letter does nothing but 
help to make those responsible for housing realize that tuber- 
culosis is a social disease and that adequate housing is the first 
priority in its prevention it will have served its purpose.—I am. 
etc., 

Portsmouth. J. D. LENDRUM. 


Sex Hormone Upset in Africans 


Sir,—The very interesting article by Dr. J. N. P. Davies 
entitled ““Sex Hormone Upset in Africans” (September 24, 
p. 676) contains the following passage: “ From such cancerous 


_ livers [in Africans] carcinogenic substances have been isolated, 


probably sterols, as they have from non-cancerous African , 
livers but not from the livers of Europeans or American 
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negroes. Failure of oestrogen inactivation would account for 
the finding of carcinogens in both cancerous and non-cancerous 
Bantu livers.” 

Dr. Davies has unhappily been misinformed. Des Ligneris' 
reported that in painting experiments tumours were produced 
on the skin of mice by extracts of Bantu livers but not by 
extracts of European livers, whether cancerous or non- 
cancerous. Steiner’? found that extracts of livers, both from 
cancerous and non-cancerous negroes and whites in the U.S.A., 
were carcinogenic for mice. His figures are not very convincing 
for American negro livers, but he believes that the discrepancy 
was due to factors other than the potency of the extracts. In 
some recent papers’‘ the present writer has shown that a 
considerable degree of carcinogenic activity can be detected in 
the sterol fraction obtained from liver, lung, kidney, and muscle 
of cancerous and non-cancerous Europeans, and from a variety 
of other biological sources—for example, from cow’s milk and 
from the spinal cord and brain of cattle (i.e., commercial 
cholesterol). 

However, these facts do not lessen the interest of the other 
evidence that Dr. Davies has collected in favour of the view 
which has been put forward by earlier investigators, that mal- 
nutrition may cause an aberration of liver function which 
increases the incidence of some forms of cancer.—I am, etc., 

London, S.W.3. I. HIEGER. 
REFERENCES 


1 Amer. J. Cancer, 1940, 39, 489. 
2 Cancer Res., 1943, 3, 385. 

3 Ibid., 1946, 6, 657. 

4 Brit. J. Cancer, 1949, 3, 123. 


The Osler Family 


Sir,—In view of the fact that this is the centenary year of 
the birth of Sir William Osler it seems opportune to correct 
an error which often recurs in medical biographies, that Sir 
William Osler and Sir Jonathan Hutchinson had common 
collaterals in Lincolnshire. As Dr. W. W. Francis, librarian 
of the Osler Library, McGill University, Montreal, pointed out 
in the Osler commemoration number of the British Medical 
Journal (July 9, p. 45), the connexion, if any, between the two 
families is between a Lincolnshire Hutchinson family and that 
of Lady Osler. 


Hutchinson-Revere (Osler) Pedigree 


John Hutchinson’ m. Anne 
Mayor of Lincoln 1556, 1564; | b. ?, d. Lincoln 1586 
b. Lincoln 1515, d. Lincoln 
1564. 

Edward m. Susannah 


Mercer of Alford; b. Lincoln 
1564, d. Alford 1631. 


b. England, d. Wells, Maine, 
U.S.A., 1644. 





William m. Ann Marbury? 
b. Alford 1586, d. Newport, b. Lincs. 1591, d. Connecti- 
R.I., 1642. cut 1643. 
Edward m. Katherine Nainby 
b. Alford 1613, d. Marboro, | daughter of Councillor 
Mass., U.S.A., 1656. Nainby, Ipswich. 
Elisha m. Elizabeth (Clark) 
b. 1640, d. 1717. ] widow of John Freak; b. 
| Dorchester 1642, d. Boston, 
| U.S.A., 1713. 
Edward m. Lydia Foster 
b. Boston, U.S.A., 1678, d. | b. Boston, U.S.A., 1686, d. 
Boston 1752. Boston 1748. 
Elizabeth m. Rev. Nathaniel Robbins 


b. Boston, U.S.A., 1731, d. b. Cambridge 1726, d. Milton 
Milton, U.S.A., 1798. 1795, 

Edward Hutchinson Robbins m. Eliza Murray 
b. Milton 1758, d. Boston, b. Wilmington 1756, d. Cam- 








U.S.A., 1829. bridge, U.S.A., 1837. 

Mary m. Joseph Warren Revere® 
b. Milton 1794, d. Boston | b. Boston 1777, d. Canton 
1879. 1868. 

Grace Revere m. Sir William Osler 
b. Boston 1854, d. Oxford | b. Canada 1849, d. Oxford 
1928. | 1919. 


1 Hill, J. W.F., “* Three Lists of Mayors of Lincoln,” Ass. arch. Soc. Rep., 
p. 30. See also Maddison, A R., Lincolnshire Pedigrees, 1993. 

8 This is Anne (Marbury) Hutchinson, the Preacher (Dict Na:. Biog ), massacred 
at Hell Gate, N.Y.. by Indians in 1643 with all, except the eldest (Edward), of 
her 19 children 

8 Grandson of Paul Revere, the American patriot. 


For the benefit of future students of medical biography jp, 
above pedigree will illustrate the connexion. Any relations): 
between this Hutchinson family and that of Sir Jonathan 
Hutchinson, which originated in South Lincolnshire, around 
Gedney, has not been traced.—tiI am, etc., 


Burnley, Lancs. A. E. Wares 


Myxoedematous Madness 


Sir,—Dr. R. Asher’s letter (October 8, p. 818) is unexception 
able save for some minor misunderstanding of my views; } ay, 
glad to find that he is no longer maintaining his unrestraineg 
opinions, represented, for example, by, “ Myxoedema is one yy 
the most important . . . and one of the most frequently misgeg 
causes of organic psychoses,” and, “ The’ fact that recordeg 
cases of myxoedema psychosis have closely resembled paranoja. 
schizophrenia, melancholia, or other orthodox psychoses dog 
suggest that the common psychoses . . . may turn out to be 
not diagnoses in themselves but manifestations of underlying 
organic disease.” The main object of my original letter ha 
now therefore been gained. 

I regret that my letter (September 24, p. 706) has had anothe; 
and unwished-for effect ; I see from subsequent correspondence, 
that it has caused hurt. I did not realize that it could bur, 
anyone so much as it has evidently hurt Dr. Martin Roth 
(October 15, p. 871). For this I must apologize.—I am, etc.. 
E. B. Daves. 


Sutton, Surrey. , 


Sir,—I am saddened, but not surprised, that there could be 


any objection to the saner perspective into which Dr. E, 
Davies’s letter (September 24, p. 706) put the paper by Dr. R 
Asher entitled “* Myxoedematous Madness” (September 10 
p. 555). Psychoses commonly occur with major or mino: 


“‘ physical” disorders which contribute to the stresses disinte - 


grating the personality, so that every attention to physica! 
health is rationally part of their treatment. 

To suggest, however, that there is an entity “ myxoedematou 
madness” as distinct from, say, rheumatic madness, acute 
haemorrhagic madness, or pulmonary tuberculous madness, o; 


that it has & more specific response to appropriate treatment. * 


requires more evidence than that supplied by Dr. Asher. He 
presents 14 cases of psychosis. In at least six the mental stat 
was that of clouded consciousness, which is very commonh 
associated with befuddled and perplexed behaviour, as, fv 
example, in high fever or uraemia. Significantly, two of these 
were moribund (Nos. 4 and 13), and, of the others, three 
(Nos. 5, 6, and 10) responded immediately to thyroid as the. 
regained consciousness, while Case 9 responded more slowh 
as there was an intervening head injury and the dose of thyroid 
was too small at first to control the myxoedema. 

This leaves eight cases with a psychosis amounting to some- 
thing more than sensorial clouding, and of these three failed 
respond to thyroid. This hardly permits the assertion thai 
myxoedema is “one of the most important” causes of organic 
psychosis. Indeed no other conclusion is legitimate than thai 


like many other generally debilitating illnesses (tuberculosis. — 


cancer, influenza, severe anaemia, and high fever), it may pre- 
duce clouding of consciousness or contribute decisively to the 
stresses leading to disintegration of the personality whith may 
or may not be reversible if physical health is restored.—I am. 
etc., 

Virginia Water, Surrey. 


H. Bourne. 


Treatment of Early Syphilis 


Sir,—In order to avoid misconception, it would appear tha! 
several of the points raised in the annotation regarding the 
treatment of early syphilis (September 24, p. 694) require 
clarification. It must be stressed that ‘our results cannot be 
described as “ appreciably worse,” as they are not strictly com- 
parable with those of McElligott, Jefferiss, and Willcox,’ as the 
latter reported figures uncorrected by any actuarial method for 
default, etc. Unfortunately it is impossible for me to check 
the reference, being overseas, but if memory serves me aright! 
the same applies to the other paper quoted in the annotation. 
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Secondly, it is pointed out that the cumulative relapse rates, 
as distinct from the treatment-failure rates (sero-resistance), 
reported by us were the actual calculated cumulative rates of 
rdapse obtained from the crude figures shown by means of 
an actuarial formula. They were only affected by a “ laudable 
desire to take no chances with patients whose follow-up is likely 
to be jeopardized by an early return to civil life” in so far as 
possible reinfections were regarded as being relapses. 

The behaviour of the serum reactions in early syphilis and 
their significance are fully appreciated. However, at the time 
when the form of treatment discussed in our paper was first 
commenced (1946) it had been decided to re-treat all sero- 
gositive cases in which the reaction had not become negative 
at the end of four months as an added safeguard. Further, this 
can hardly be any more deemed to show “too blind a faith in 
plood tests” than would have been a hopeful reliance in a 
falling titre—I am, etc., 


British Military Hospital, Hamburg. J. W. Eames. 


REFERENCE 
1 Brit. J. vencr. Dis., 1948, 24, 45. 


The Acute Throat 


Sirn,—! read Dr. T. Anderson’s paper on the acute throat 
October 15, p. 860) with interest and enjoyment, and I am 
sure that many practitioners besides myself will be thankful 
for such a clear summary of the diagnostic problems involved. 
When, however, the subject of treatment is considered, one 
cannot help feeling that Dr. Anderson is approaching the sub- 
ject from the standpoint of the fever hospital and not that of 
general practice. 

Streptococcal tonsillitis is one of the commonest ailments in 
general practice, and for its treatment we are given the alterna- 
tives of parenteral penicillin or therapeutic nihilism concealed 
by a screen of household remedies. I am entirely in agreement 
with Dr. Anderson that penicillin lozenges are useless; but 
four-hourly injections of penicillin are seldom feasible in general 
practice, and it would not be possible in present-day circum- 
stances to obtain a hospital bed for every case of streptococcal 
tonsillitis of moderate severity. Why, then, are the sulphon- 
amides mentioned only to be condemned ? Dr. Anderson con- 
demns them on two grounds—their supposed inefficacy and 
their possible toxic effects. 

In common with the vast majority of general practitioners I 
have treated streptococcal tonsillitis with sulphonamides with 
complete satisfaction to myself and my patients. If, as so 
frequently happens, one sees a patient with an acutely inflamed 
sore throat and a high temperature (due to B-haemolytic strepto- 
cocci), and finds that after 48 hours’ treatment with sulphon- 
amides the temperature is normal and the local condition 
resolving, it is surely not unreasonable to suppose that the 
use of sulphonamides has had something to do with the 
result. 

I am not in a position to quote my “controls,” but those 
who are old enough to remember the pre-sulphonamide era 
cannot be uninfluenced by the memory of the more protracted 
course of tonsillitis in those days and the higher incidence of 
complications (such as quinsy). Statistics can no doubt be 
made to prove anything, and fortunately I have none with 
which to bemuse the minds of your readers. Nevertheless 1 
feel sure that my fellow practitioners will bear me out when 
| say that the efficacy of sulphonamides in streptococcal tonsil- 
litis is entirely comparable to that in acute pneumococcal 
pneumonia, a condition in which, so far as I know, nobody 
doubts their efficacy. One might go even further and say that 
if a case of acute streptococcal tonsillitis does not rapidly 
respond to sulphonamides one should suspect some complica- 
tion or a mistaken diagnosis. Recently I had such a case which 


did not respond, and further investigation showed that it was 
in fact a case of glandular fever. 

Coming to the other objection to sulphonamides—i.e., their 
toxicity—one must acknowledge that there are occasional cases 
where the use of sulphonamides does harm; but if one of the 
more recent sulphonamides is chosen and adequate precautions 
are taken with regard to dosage and fluid intake this risk is 


surely negligible. I write this letter in the hope that younger 
practitioners will not be deterred by Dr. Anderson’s scepticism 
from treating their cases of streptococcal tonsillitis with such 
a simple and efficacious remedy.—l am, etc., 


Oxford. A. M. RICHARDS. 


Sir,—In his article on the acute throat (October 15, p. 860) 
Dr. T. Anderson makes the statement that the efficacy of the 
sulphonamides “has never been* convincingly demonstrated.” 
I am quite certain that thousands of practitioners through long 
clinical experience are convinced of the efficacy of, in particu- 
lar, the more recent sulphonamides. Any doctor in practice in 
pre-sulphonamide days will recall the anxiety he felt over many 
cases of severe streptococcal tonsillitis, and will compare it 
with his peace of mind over similar cases now dealt with 
effectively by the sulphonamides.—I am, etc., 


Dagenham, Essex. J. Finer. 


Trichostrongylus Infestation in South Persia 


Sir,—Conditions are favourable for ankylostomiasis in 
Abadan; not the reverse as claimed by Dr. lan S. Stewart 
(October 1, p. 737). Anaemia is probably still frequent in 
Abadan. Damp soil suitable for the hatching and larval moults 
of Ankylostoma species is common in the riverine hinterland, 
and the inhabitants habitually go about near their homes with 
bare feet. 

Strongylus subtilis Looss 1895 was found in 17 persons in 
Abadan in 1934 (Ann. Med. Rep. A.1.0.C., 1934, p. 61) and 
in 16 persons in 1933 (Ann. Med. Rep. A.1.0.C., 1933, p. 67). 
Strongylus subtilis is a synonym for Trichostrongylus colubri- 
formis Giles 1892 and for Trichostrongylus orientalis Jimbo 
1914. According to Faust (Human Helminthology, 1929, 
Philadelphia, p. 390) Trichostrongylus orientalis is easily cleared 
from the human system by doses of carbon tetrachloride, as 
for ankylostomiasis. Human infestation by Trichostrongylus 
is due to raw consumption of plant stems and leaves contami- 
nated with the faeces of infected animals. 

Dr. Stewart states that 70% of the inhabitants (of South 
Persia) carry the “harmless” sheep parasite Trichostrongylus, 
25% carry the common Ascaris, and that other helminthic 
parasites are rare. This statement is not correct. In the Annual 
Medical Report for 1933 of the Anglo-lranian Oil Company 
(pp. 41-3) I described 11 varieties of helminthic parasite, all of 
which were common among the indigenous human population. 

The modern Abadan may be better than the “old town.” 
There was much room for improvement; but Abadan, old or 
new, is not representative of the rest of South Persia: one may 
fervently hope it never will be. It is possible that conditions 
in Abadan have changed, so that the life cycle of Tricho- 
strongylus is much facilitated while that of Ankylostoma is 
correspondingly depressed by increasing urbanization together 
with bad sanitation. However widely the “town” sprawls, 
animal, vegetable, and human life in the secluded and shady 
fringes of the Shatt-el-Arab continue under conditions that 
have changed hardly at all since Alexander’s admiral brought 
part of his India expedition by boat through the Persian Gulf 
and up the conjoined “three great rivers” of the Old Testa- 
ment and won the battle of Arbela in 331 sb.c—I am, etc., 


Epping, Essex. FRANK MARSH. 


Gangrenous Intussusception 


Sir.—The account by Mr. J. A. Kerr (September 10. p. 580) 
of a successful resection of small intestine for gangrenous 
intussusception in an infant of 6 months prompts me to record 
a gangrenous intussusception cured by hemicolectomy (and end- 
to-end anastomosis), the patient being a boy only 3 months old. 
In a search of the literature I have been unable to find any 
record of recovery in so young a patient when it has been 
nécessary to resect the proximal half of the colon. Dennis’ 
describes a success in an infant of 39 days, but in this case it 
was necessary to resect only the small bowel. 

The infant was 12 weeks old when transferred to the Royal 
Salop Infirmary on October 6, 1948. There was a history of 
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10 days’ persistent vomiting. On the day of admission he passed 
blood per rectum for the first time. On admission the baby 
was deathly pale and grossly dehydrated, with sunken fonta- 
nelles and the skin lying in folds. The pulse was almost 
imperceptible. A sausage-shaped tumour could be felt lying 
transversely above the umbilicus. 

A continuous intravenous saline was given at the ankle and 
gastric suction begun. As the child was apparently dying, 
operation was decided upon without much optimism and begun 
two hours after admission. “The patient still looked palely 
cyanotic and the pulse had not improved. Procaine (1%) was 
used as a local analgesic, supplemented by ether and gas- 
and-oxygen given by Dr. Harker. A gangrenous ileo-colic 
intussusception was found, the apex being near the splenic 
flexure, and it was possible to reduce it only as far as the hepatic 
flexure. In doing this a tear was made in the gangrenous 
ascending colon, and there was some faecal contamination. 
A resection was done of the lower ileum, caecum, ascending, 
and part of the transverse colon, and an end-to-end anastomosis 
performed, using a single piercing Connell catgut suture. 
Penicillin (10,000 units) was given four-hourly after the 
operation. 

On the day following the operation the bowels moved twice. 
Three days later the baby was vomiting all feeds, although 
there was but little abdominal distension. Intravenous saline 
was recommended, but vomiting continued for five days. 
“ Eumydrin ” was then given before the feeds, and the vomit- 
ing ceased. From then on recovery was rapid, and the infant 
was discharged fit after 31 days. He was seen again on 
September 23, 1949, and appeared to be normal in every 
respect.—I am, etc., 

Shrewsbury. D. LINcoLN LEwis. 
REFERENCE 
1 Ann. Surg., 1947, 126, 788. 


Cutaneous Horn of the Nose 


Sir.—In the Journal of September 17 (p. 635) Dr. V. R. 
Tadros reported a case of cutaneous horn. The following 
particulars of a cutaneous horn of the nose may be of interest 
—even in an extremely busy 
out-patient clinic it is very rare 
to come across such a case. 





A man, aged 61, came to the 
out-patient department with a 
horny mass growing from the right 
side of the nasal sep'um at the 
muco-cutaneous junction. The 
length of the horn was 2} in. 
(6.9 cm.), and its circumference at 
the base was 13 in. (4.4cm.). The 
patient had had this growth for 
the last ten months, and whenever 
it caused him annoyance he used 
to cut some of it off. The growth 
was removed by Mr. F. B. 
Gilhespy, who has kindly given me permission to publish the case. 
My thanks are due to Mr. Lee, the photographer, and to the patient 
for co-operation. 


—I am, etc., 
Birmingham. 











W. A. MALIK. 


The G.P. and E.C.T. 


Sin—Time and again correspondents who specialize in 
nervous and mental diseases suggest that in E.C.T. they have 
a means of treatment which in almost all cases in which it is 
used is completely satisfactory in short-term and long-term 
results. Wouid any large number of general practitioners who 
have ‘the aftercare of such patients agree that this degree of 
complacency is justified ? 

My own experience is that patients are returned to my care 
wearing, as it were, a brittle mask of cheerfulness. After an 


interval, which too often is regrettably short, this mask is 
shattered and once more one starts the dreary business of 
ringing the changes on the brorides, barbiturates, and chloral 
hydrate, and the exhausting performance of trying to infuse 


_ — 
into the patient some moral force, glibly referred to by our 
more learned colleagues as “reassurance.” I conclude by 
stating that my patients have been treated at some half-dozep 
different centres.—Il am, etc., . 

Launceston, Cornwail. 


Medical Services of the Armed Forces 


Sir,—My article on the above subject (October 1, p, 751) 
was much abbreviated from the original. I therefore wish 
emphasize a few special points. 

1. Efficient Regular specialists in curative medicine can 
maintained in the future only by markedly increasing the fie 
of clinical work. Owing to the demands of modern medicing 
curative specialists must be full-time. They should NOt” be 
looked upon as future administrators outside their particul 
specialty. 

2. In preparation for a future war a strong nucleus of 
Regulars trained in, medical administration is essential. Sug 
work will be much more efficiently performed if these officer 
have previously had the following professional training: (a) a 
practical apprenticeship in all or nearly all thg special depart. 
ments of a Service hospital, and (b) a practical apprenticeship 


DonaLv M. O’Connog. 


in preventive medicine. 
3. Scope for Regulars to train as curative specialists may g 
(in the opinion of su:ne) be essential to the Services, but wi 
it recru.tment will never be satisfactory and the prestige of 
Regular doctor will be greatly reduced.—l am, etc., 





POINTS FROM LETTERS 


Rheumatoid Arthritis and Herpes Zoster 

Dr. E. SakoscHansky (Southampton) writes: During the 
winter weather of 1947 a boilermaker aged 55 developed a 
attack of rheumatoid arthritis. This persisted: he could not cose 
fingers, he walked like an old man, and he was very tired at the end of 
the day’s work. On June 23, 1949, he suddenly found that his rheuma. 
tism was much better, and on June 26 the first crop of herpes-zoster 
vesicles appeared, on the right side, in the distribution of the ophthal- 
mic branch of the right trigeminal nerve. On July 5 he could 
close his hands, he walked downstairs two steps at a time, his walk 
was that of a young man, and he could “ dance” on his toes. The 
only sign of rheumatoid arthritis was some swelling of the third 
and fourth fingers of the right hand, but there was no pain in thos 
fingers. On July 6 he complained of just a little “ kink ” in his 
ankles, which he attributed to the change in the weather, but by 
August 13 the rheumatism was “not so good.” The rheumatoid 
condition is perhaps at the time of writing not so severe as before 
the herpetic eruption; he does not look so anaemic, but he is still 
unable to think of work. His hopes were high during the early 
days of the herpetic illness; he was very disappointed that the 
rheumatism had come back. This case emphasizes the important 
fact that rheumatoid arthritis is a reversible disease, and it is tantaliz- 
ing to me that I cannot reverse it in my patient. Perhaps it would be 
possible to devise indirect methods of attacking the disease of 
rheumatoid arthritis whilst supplies of “‘ cortisone ” or cortisone-like 
bodies are synthesized. 


Weight-reducing Diet 

Miss C. M. M. Apamson (Out-patient Dietitian, St. Bartholomew's 
Hospital) writes: I have read with interest the article by Dr. H. L. 
Marriott entitled “ A Simple Weight-reducing Diet ” (July 2, p. 18) 
and the letter by Dr. E. Domany (September 24, p. 709). Little can 
be done without the close co-operation of the patient. What is the 
best method of securing and preserving this salient feature ? The 
suitably qualified dietitian, with her specialized training, can greatly 
assist the physician or surgeon to achieve the desired results. Her 
approach is necessarily rather different from that of the physician, 
particularly in a busy out-patient department. Experience confirms 
my opinion that her individual interest and constant encouragement 
are of vital importance. The planning of the diet in the presence 
of the patient, giving due consideration to his or her social circum- 
stances, occupation, normal arrangement of meals, etc., is then 
possib!e. Complete freedom regarding low calorie foods is permitted 
normally, and patients are assured that they need never feel 
“starved ” or empty. Monthly visits and interview with the same 
dietitian are arranged, and patients are advised to weigh themselves 
weekly. Drastic diets such as those suggested by Dr. Domany are 
surely unnecessary from a social aspect and contraindicated 
nutritionally. 
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Obituary 





SIR MAURICE CASSIDY, G.C.V.O., C.B., M.D. 
F.R.C.P. 


Sir Maurice Cassidy, who died at his home in London on 
October 22 at the age of 69, was consulting physician to 
St. Thomas’s Hospital. He had been physician-in-ordinary 
to the King since 1937 and was one of the outstanding 
cardiologists in this country. 

Maurice Alan Cassidy was the eldest son of the late 
Dr. D.. M. Cassidy, C.B.E., medical superintendent of the 
Lancaster Mental Hospital. He was born at Lancaster on 
February 29, 1880, and after 
leaving school there he went 
to Clare College, Cambridge, 
of which he was a scholar. 
He took a first class in both 
parts of the Natural Sciences 
Tripos. At St. Thomas’s Hos- 
pital he was a student of un- 
usual ability, and one of 
Dudgeon’s earlier’ pupils as 
a clerk in the clinical labora- 
tory. He qualified in 1905, 
graduated M.B., B.Ch., a year 
later, and proceeded M.D. in 
1909. He was a house-physi- 
cian at St. Thomas’s Hos- 
pital, resident assistant physi- 
cian from 1908-10, and later 
medical registrar. It was at 
this time that he decided to 
turn away from the academic life which the offer of a 
fellowship at Clare afforded and settle in London. He 
held a Salters’ Company research fellowship in 1907, 1912, 
and 1913. In 1913 he was elected F.R.C.P. and joined 
the honorary staff of St. Thomas’s Hospital. In 1914 he 
gave the Goulstonian lectures of the Royal College of 
Physicians. 

During the first world war Cassidy spent two years in 
the Army in this country and in France, acting as physician 
to No. 2 Anglo-Belgian Fever Hospital at Calais. Then 
in 1916 he was invalided out with pulmonary tuberculosis, 
and it was nearly two years before he was fit enough to 
return to work. His courage in facing this setback roused 
the admiration of all who knew him. His own experience 
then may also have had something to do with his remark- 
able kindness and sympathy in handling sick people. 
Returning to active practice he rapidly built up a con- 
siderable reputation as a consultant and as an authority 
on disease of the heart. Those were the early days of 
clinical electrocardiography, and he soon established him- 
self as an expert in the new methods of accurate diagnosis. 

It was in 1929 that Cassidy gave up his appointment, 
which he greatly valued, as chief medical officer to the 
Metropolitan Police, and on this occasion he was awarded 
the C.B. Shortly afterwards, in 1932, he received his first 
appointment at Court as physician to His Majesty’s House- 
hold, and since then he had served successive monarchs 
as physician extraordinary, and later became physician-in- 
ordinary to His Majesty King George VI. He was created 
K.C.V.O. in 1934, and after attending the King during his 
illness earlier this year he was promoted G.C.V.O. This 
promotion was gazetted just after an accident in April 
when he and Lady Cassidy were both seriously injured. 
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As Sir Maurice Cassidy was too ill to attend the formal 
investiture, the King paid him the unusual honour of 
driving to his house in Montagu Square and performing 
the ceremony there, as recently as October 10. 

Sir Maurice Cassidy retired from the active staff of St 
Thomas’s Hospital in 1939, but within a month the out- 
break of a new and greater war interrupted his retirement. 
and he returned to serve the hospital, carrying throughout 
the war years a burden that few younger men could have 


borne better.. In the. wards and the out-patient depart- | 


ment he spent many hours each week, and his example 
was a great source of strength to those who were working 
with him. Only in the autumn of 1945 did these day-to- 
day activities come to an end, and only then was full effect 
given to the resignation from the active staff which ought 
to have taken place normally in 1939. 

Many distinctions came his way., He was president of 
the Royal Society of Medicine in 1946-8 and of the-British 
Cardiac Society. At the Royal College of Physicians he 
held the offices of examiner, councillor, and senior censor. 
He delivered the Harveian oration in 1946, taking as his 
subject the incidence of coronary disease. He was physician 
to the Lord Mayor Treloar’s Cripples Hospital at Alton, 
and consulting physician to the King Edward VII Sana- 
torium, Midhurst, and the Children’s Heart Hospital, West 
Wickham. In July of this year he was elected an honorary 
fellow of his old college at Cambridge. His writings were 
almost entirely concerned with cardiology, apart from his 
co-authorship with Mr. J. E. Adams in 1913 of a book on 
acute abdominal diseases. He contributed many papers to 
this and other journals on such subjects as hypertension: 
coronary disease, the treatment of cardiac cases, and. 
carotid body tumour. a 

Quiet and unobtrusive, Sir Maurice Cassidy always 
appeared diffident. He was a man of innate modesty, and 
had a deep sincerity and sympathy of manner which made 
him universally beloved. He had a dry, ironical sense of 
humour, but in later years his natural shyness and diffidence 
grew more obvious. This and a certain aloofness must 
have made it difficult for him to realize how strong was 
the affection felt for him by his colleagues and his students. 
On all those who worked for him and with him, his was 
the influence of the good physician. 

He married in 1918 Elise, youngest daughter of Frederick 
Reife. There were no children of the marriage. 

Dr. J. P. Hedley writes : The death of Mauricé*Cassidy 
has removed from us a great physician, but it ig not as a 
physician but as a man and a friend that I am writing. 
Perhaps the most outstanding of his characteristics were 
his courage, his kindness, and his courtesy. During his 
professional life he had several prolonged periods of ill 
health which might have altered his whole-future, but he 
faced all his difficulties with wonderful courage and deter- 
mination to overcome them. When first it seemed possible 
that his health might make it unlikely that he would be 
able to stand the strain of hospital work in London an 
offer was made to him to return to Cambridge asa Fellow 
and teacher; but his heart was set on becoming a 
consulting physician, and he felt himself unable to accept 
the offer. 

His kindness was as great as his courage. If any friend 
needed his help he was not only willing but anxious to do 
his utmost for him, even if this added much to an already 
hard day’s work. I know of many cases where he went 
long distances out of London on several occasions to help 
in. the treatment of some friend or doctor. His charming 
courtesy endeared him to his patients, the students, and 
nursing staff at St. Thomas’s as well as to his colleagues. 
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He was considerate in his dealings with everybody, and I 
do not remember his ever making a harsh remark about 
anyone. He was firm in his opinions and was a good chair- 
man of the staff committee of the hospital. 

I first knew him when he came to St. Thomas’s Medical 
School from Cambridge, where he had had a distinguished 
career. He was modest and unassuming, and in spite of 
his great attainments and success in later years he retained 
his charming modesty and simplicity to the end of his life. 
After his serious accident in April he suffered a great deal 
of pain, but retained his sense of humour in spite of all 

_ and was most amusing in describing the curious dreams he 
had, apparently as the result of the drugs he was given, 
which often seemed real long after he was awake. While 
still in hospital he was elected to a fellowship at Clare, his 
old college that he loved so well. Nothing, I am sure, could 
have given him greater pleasure and satisfaction, and he 
regarded it as great an honour as any man could receive. 
He went home after being in hospital for more than three 
months in high hopes of getting back his health and 
strength, but he was soon attacked by a disease, uncon- 
nected with his accident, which was certain to prove fatal. 
He received the news of this with his characteristic courage. 

To me, like very many others, Maurice Cassidy’s death 
has caused the deepest sense of loss and sorrow. 


CHARLES OLIVER HAWTHORNE, M.D., F.R.C.P. 
LL.D., D.Sc. 


A rare figure has passed away in Charles Oliver Hawthorne, 
who died on October 24 at the age of 91. He was for 
long the Nestor of the British Medical’ Association Coun- 
cil, but also the Rupert of debate, if one may so bring to- 
gether the suggestion of age and youth. Dr. Hawthorne 
was always reticent about personal matters, and for that 
reason he was not really well known even to the men with - 
whom he worked in close relationship. Although he had 

touched many sides of public life and medicine, his speeches 

rarely or never had an auto- 

biographical tinge. But he 

did respond some years ago 

to an entreaty from a former 

colleague at Headquarters for 

some material for a biography 

which it was hoped would re- 

main in the pigeonhole for 

another generation at least. 

From this material the sur- 

prising fact emerged that he 

was born as far back as 1858. 

Few who saw his four-square 

figure, immaculately dressed 

in grey frock coat and per- 

fectly creased trousers, and 

with a grey “silk hat” to 

match, his face aglow with his own humorous and kindly 

outlook on life—a brother Cherryble, but far more intel- 

lectual, and with a sardonic touch about the bristling eye- 

brows—would have supposed that he was anywhere near 

fourscore. His speeches at the age of 80 were as full of 

wit and wisdom as ever. 

Hawthorne was a Glasgow man, and not until middle 
life did he set out upon the well-worn track from Scotland 
to London. He graduated M.B., C.M. from the Univer- 
sity of Glasgow in 1884, with first-class honours and the 
Brunton Memorial Prize as the most distinguished medical 
graduate of the year. Fifteen years later he took the M.D., 
again with first-class honours and the gold medal. He had 
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a 
already taken the F.R.F.P.S.Glas. by examination. It must 
have been a great pride to him to receive, 30 years after. 
wards, the Hon. LL.D. of his own university, a bestowaj 
followed soon afterwards by the Hon. D.Sc. of Manchester 
and the honorary fellowship of the Royal Academy of 
Medicine in Ireland. 

For the first ten years of his professional career he was 
university assistant to the professor of practice of medicine 
Glasgow, and clinical tutor in Sir William Gairdner’s wards 
Western Infirmary. Later he became assistant physician in 
the same hospital and lecturer on materia medica and thera. 
peutics at Queen Margaret College of the University. Late; 
still he was examiner for the Universities of Aberdeen 
Edinburgh, and Glasgow, and for the Scottish Conjoint 
Board. His early contacts with medical society life were, 
of course, also in Glasgow, where he held office at one time 
as honorary secretary and editor of the Royal Medico. 
Chirurgical Society and as president of the Glasgow 
Southern Medical Society. 

Having gained all the academic prizes that his native city 
had to offer, Hawthorne became a consulting physician in 
London. He was also for a time medical director and 
afterwards chairman of council of the Medical Graduates 
College and Polyclinic in Chenies Street—an early and 
gallant effort to provide such postgraduate facilities as 
are now arranged by the Fellowship of Medicine and the 
British Postgraduate Medical School at Hammersmith, 
Among the London hospital appointments which “he 
held were those of physician (later consulting physician) 
to the Hampstead and North-West London General Hos- 
pital, the Royal Waterloo Hospital for Children and 
Women, the Central London Ophthalmic Hospital, and 
the Central London Hospital for Diseases of the Nose, 
Throat, and Ear. He was elected a Fellow of the Royal 
College of Physicians of London in 1921. 

From time to time Hawthorne employed his pen to excel- 
lent purpose. Some of his books date back to his Glasgow 
days. His handbook on Galenical Preparations of the 
“ British Pharmacopoeia” was published in 1895; his 
Forensic Medicine and Toxicology ran through two edi- 
tions in the ‘nineties, and was again published, largely 
rewritten, in 1912. In 1912 also appeared his Studies in 
Clinical Medicine, a volume of nearly 500 pages, and in 
1928 came a little work entitled Short Essays on Medical 
Topics, in which, with many shrewd observations, he set 
out his views on a variety of subjects, often touching his 
favourite territory of medical ethics. Even apparently 
trivial subjects he could illuminate with much wisdom. 
The “ topics” included the telephone in medical practice ; 
the teaching value of lectures ; the relation (always a very 
dubious one in his eyes) of doctors to the lay press ; the 
choice of names for diseases and disease phenomena ; secret 
terms in physicians’ prescriptions ; the sudden greying of 
the hair. Even the baby-show—‘ as valueless as it is 
vulgar *"—made a chapter, and there was also included an 
address he gave from a pulpit on Hospital Sunday. He 
also made numerous contributions on clinical medicine and 
medical ophthalmology to the medical journals, and these, 
like his papers read before scientific societies, and indeed 
his extempore speeches, were perfectly polished, the out- 
come of a singularly erudite mind and of a master of 
language. 

Hawthorne’s work for the British Medical Association 
brought him into closer contacts with his profession. 
None exceeded him jin loyalty or in delight in many 
sides of the Association’s work. He was unexcelled 
in its forum. When he went to the platform the whole 
tenor of debate was lifted. He never studied brevity in 
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speech, but his audience, admiring his style, forgot his 
length, and if the time limit ran out there were always 
calls to him to continue. His speeches were also of the 
kind that swayed votes. One noteworthy occasion—though 
the subject was relatively unimportant—was at the Repre- 
sentative Meeting at Bournemouth, when his eloquence 
secured rejection of the Council’s recommendation for the 
recognition of chiropodists, and four years later, when the 
proposal came up again, he attacked it with unabated 
vigour. 

Unlike some orators, he was also a good committee man. 
At one time or another he was a member of thirty com- 
mittees or subcommittees of the Association, ranging over’ 
such subjects as postgraduate courses, medical ethics, lunacy 
law, charities, psycho-analysis, the British Pharmacopoeia, 
medical education, osteopathy, and even regulations and 
standing orders, in which last he found sometimes quite a 
perverse delight. His work on the Ethical, Science, and 
Charities Committees was of great importance and value, 
and his long chairmanship of the Library Subcommittee 
earned him the gratitude of all who used the Association’s 
Library. One of his achievements on which he himself 
looked back with special pride was his action in getting 
established the Sir Charles Hastings Clinical Prize. Another 
was the part he took in placing the Association Charities 
Fund in a position, not of rivalry, but of co-operation with 
the Royal Medical Benevolent Fund and Epsom College. 
He served as representative of the Association on the com- 
mittee of management of the R.M.B.F. and often took 
the chair, and his interest in medical charities went very 
deep. 

Other work of his included membership of the statutory 
advisory committee under the Therapeutic Substances Act, 
to which he was nominated by the B.M.A.; he was also 
its nominee on the advisory committee on international 
certification of causes of death, and he represented the 
Royal College of Physicians on the Departmental Com- 
mittee on the Optical Practitioners Bill. He did much to 
help in the establishment of the Consultants’ Board for 
London, and was its first chairman. At Annual Meetings 
of the Association he was vice-president of the Section of 
Medicine in 1922 at Glasgow and of the Section of Pharma- 
cology and Therapeutics in 1936 at Oxford ; on two occa- 
sions he was vice-president of the Section of Medical 
Sociology, and president of that Section at the Dublin 
Meeting in 1933. Another abiding interest of his was the 
People’s League of Health, where he was—and the phrase 
is a just one—Miss Olga Nethersole’s “ right-hand man” 
for many years. 

His membership of the British Medical Association 
extended back over more than half a century, to 1888. He 
had been chairman of the Marylebone Division and presi- 
dent of the Metropolitan Counties Branch. He attended 
every meeting of the Representative Body, save one, from 
1915 to 1938, and in 1924 he became a member of Council. 
He was Chairman of the Representative Body from 1928 
to 1931. On laying down the office at the Eastbourne 
Meeting, he made a speech at the Representatives’ dinner 
which was a fine statement of the position of the Associa- 
tion in relation to the public. To summarize it would do 
injustice to its English, but readers who possess the second 
volume of the Journal for 1931 might well refresh them- 
selves with that speech. 

Hawthorne was a purist alike in language, in mode of 
thought, and in professional conduct, but he was the 
kindliest of purists, and no one was ever wounded by his 
satire. He was a great stickler for principle. Over and 
over again when debate in Council became confused he 


would with firmness but urbanity reassert the fundamental 
principle underlying the subject being discussed. This 
quality of his was sadly missed when he ceased to be a 
member of Council. Hawthorne was awarded the Gold 
Medal of the Association at the Annual Meeting at Aber- 
deen in 1939. The address presented with the medal con- 
cluded thus: “ The Council of the Association feels sure 
that it is expressing the wish of the profession as a whole 
in thus honouring its ‘Grand Old Man,’ whom it holds ih 
the highest regard and deepest affection.” 


JOHN D. LONG, M.D. 


Dr. John D. Long, who was internationally famous for 
his work on bubonic plague, died on September 18 in 
Guayaquil, Ecuador, at the age of 75. He had been in. 
South America for the fast twenty-five years. 

On his retirement from the public health service in, 1938 
Dr. Long continued his career as chief travelling representa- 
tive of the Pan-American Sanitary Bureau. He was loaned 
repeatedly by the United States Government to assist! in 
the control of bubonic plague in South American countries, 
where he was a beloved and honoured figure. ar 

A native of Mount Pleasant, Pennsylvania, Dr. Long 
graduated M.A. at the Washington and Jefferson College 
in 1897. The college awarded him the honorary degree 
of D.Sc. in 1929. He took his M.D. degree at the University 
of Pennsylvania, and after a year as an intern at St. Mary’s 
Hospital, Philadelphia, he was in private practice until his 
appointment to the United States public health service 
in 1900. During his nearly forty years with the public 
health service Dr. Long was in charge of the Plague 
Suppressive Laboratory in San Francisco in 1912-14, and 
was in Manila from 1901 to 1906 and again from 1914 to 
1918. During this second period he was chief quarantine 
officer and later director of health for Manila and also 
professor of hygiene at the University of the Philippines. 
He was also responsible for the reorganization of the 
Philippine health services. Dr. Long served as technical 
adviser to the Minister of Hygiene in Santiago, Chile, in 
1925-7 and as chief quarantine officer for the Panama 
Canal Zone in 1927-8. At other times he worked at the 
Boston and San Francisco Marine Hospitals and at the 
Hygienic Laboratory, which was the forerunner of the 
National Institute of Health, the main research centre 
of the public health service. It was while working: with 
the Pan-American Sanitary Bureau in 1929 that Dr. Long 
first went to Guayaquil, considered the most plague-ridden 
port on South America’s west coast. By the following 
summer, through the efforts directed by him, the city was 
freed from plague. During the next few years cities in 
Peru, Chile, Argentina, and Brazil were similarly freed from 
plague by other campaigns stimulated by his leadership. 

Dr. Long was perhaps best known as the co-author of 
the Pan-American Sanitary Code, the Caracas Declaration 
on the Health of the Child, and the Sanitary Codes of 
Panama, Chile, and Ecuador. He was a delegate to 
numerous Pan-American scientific conferences in South 
America, and was vice-president of the Far’ Eastern Asso- 
ciation of Tropical Medicine from 1925-7. 


Dr. CHARLES EvANS JENKINS, who died on September 15 at 
the age of 59, was one of the few remaining pathologists in Man- 
chester with some private practice. For the last seven months 
his colleagues had noticed that his health was failing, but, like 
many a medical man before him, he kept at his work, and on 
the day before his sudden relapse performed five post-mortem 
examinations. Dr. Jenkins was born at Dowlais, South Wales, 
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and educated at Cardiff and the London Hospital, obtaining the 
conjoint diploma in 1914. After service in the Royal Navy as 
a temporary surgeon-lieutenant in the cruiser Drake, he came 
to Manchester in 1919 as pathologist to the Salford Royal 
Hospital, which appointment he held for 27 years. He was 
also pathologist to the Northern Hospital, Manchester, at the 
time of his death. His assistance was sought at assizes, at 
quarter sessions, and by magistrates. Coroners in the East 
Lancashire area particularly relied on his findings and his. care- 
ful evidence. Mr. Jessel Rycroft, the Manchester City coroner, 
said that for many years Dr. Jenkins had been one of the lead- 
ing pathologists in the county, and that his death was a great 
loss to the medical profession, adding, ““ He was a man of kindly 
heart and painstaking in all his work.” Among Dr. Jenkins’s 
published papers, those concerned with special media for the 
rapid growth of the gonococcus, with the chain formation of 
the streptococcus, and his latest paper, “ The Release of Anti- 
body by Sensitized Antigens,” call for special mention. Among 
Manchester medical men he was best known for the produc- 
tion of detoxicated residual vaccines. .His new technique for 
preparing such vaccines was described in this Journal. Dr. 
Jenkins was secretary of the Salford Division of the B.M.A. 
from 1925 until 1931, and chairman of the Mid-Cheshire Divi- 
sion from 1933 to 1935. The sudden death of his wife in her 
early thirties was a great blow to him. To his son and daughter 
the sympathy of many colleagues and friends will be extended. 
—L. D. M. 


Dr. GEOFFREY ARTHUR HOFFMAN, medical superintendent of 
the Cotswold Sanatorium, Cranham, Gloucester, died suddenly 
at his home on September 26 at the age of 60. He was educated 
at Shrewsbury School and at Trinity College, Dublin, where he 
graduated M.B., B.Ch. in 1915. During the 1914-18 war he 
served with the R.A.M.C. in Palestine, and on returning home 
he combined the work of assistant tuberculosis officer for 
Gloucestershire with that of assisting his father, Dr. Arthur 
Herbert Hoffman, at the Cotswold Sanatorium. This was one 
of the first sanatoria to be opened in this country in 1895, and 
it was taken over by Dr. A. H. Hoffman in 1911. He died in 
1931, and his son then became medical superintendent. He 
remained in control until the time of his death despite the 
fact that he suffered from severe osteoarthritis for some 20 
years. Dr. Hoffman's outlook on the treatment of tuberculosis 
embraced the belief that the psychological factor was of prime 
importance, and for this reason he always strove to make life 
for the patient as free from restriction as was compatible with 
the principles of rest therapy. He was a supporter of all forms 
of modern collapse therapy, and also felt very keenly about the 
climatic factor in dealing with tuberculosis, maintaining, in 
company with many other physicians in this sphere, that it was 
far wiser to effect a recovery in the home climate than to go 
abroad for treatment. In his early life Dr. Hoffman was a 
keen tennis player and later he became interested in philately. 
In 1917 he married Miss Mary Wenden, whom he had met 
when she was serving as a V.A.D. She has since been closely 
associated with him in the management of the sanatorium. He 
was a man of deep religious convictions and took an active 
part in furthering the beliefs to which he subscribed and which 
meant so much to him. His unfailing kindness, sympathy, and 
indomitable cheerfulness won him the lasting affection of both 
patients and staff, and indeed of all who came into contact 
with him. The loss of “ Dr. Geoff,” as he was generally known, 
will be a great personal sorrow to many. He leaves a widow, 
one son, now studying medicine, and one daughter. 


Air Vice-Marshal T. C. Morton writes: James Kyle 
(October 22. p. 933) entered the newly formed medical branch 
of the Royal Air Force in 1919. Here his earlier military 
experience and flair for administration proved of great value 
during the “ growing pains” of a new Service, and lucky was 
the P.M.O. who had “Jimmy” to lean on; his wiséom, 
humanity, and abundant common sense made him the ideal 
medical staff officer. After ten years’ service in the Middle East 
and a course at the R.A.F. Staff College, he was appointed 
as commandant of the Medical Training Depot in 1935. He 
proved an ideal commandant—the thousands of medical officers 


. MEDICAL Journay 
and orderlies who passed through the depot found in him a Wise 
counsellor and a friend in need. He was a keen shot, and his 
trim soldierly figure with a gun under his arm and his 
labrador bitch at his heels were a familiar sight amidst the 
wooded Chiltern Hills he loved so well. A coronary throm. 
bosis in 1938 curtailed his activities ; tournament tennis was 
alas, a thing of the past, but he was still able to enjoy a day 
with the rod or the gun. Death came to him suddenly at pix 
work, and he died as he had lived, unafraid, leaving a devoteg 
wife and two daughters. 
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UNIVERSITY OF CAMBRIDGE 


The General Board has made the following recommendatiens op 
the annual stipends of the university teachers and research workers: 
Regius Professor of Physic to receive £2,750; other clinical pro- 
fessors, £2,500; clinical readers, £2,000. These are subject to g 
deduction of £100 for residence in college, and to certain other 
deductions. In preclinical subjects the recommendations are as 
follows: professors, £2.050; readers, £1,800. There will be a deduc. 
tion of £100 for residence in college. The Department of Pathology 
is to be dealt with as a special case. 


The following medical degrees were conferred on October 15: 


M.B., B.Cuir.-—*S. T. H. H. Pilbeam, *H. P. Kilner, *J. R. Harris. - 


*P. Bryan-Brown, *A. Gol, *J. Lynfield, *W. G. Dawson, K. N. j 
Pocock, Elisabeth Monkhouse. 


*By proxy 


UNIVERSITY OF LONDON 


The following candidates at the London School of Hygiene and 
Tropical Medicine have been approved at the examination indicated: 

ACADEMIC PosTGRADUATE DIPLOMA IN PuBLIC HEALTH.—J. W. 
McAllan, J. T. Navaratnam, Geraldine O'Callaghan, C. Rajaratnam, 
B. M. A. Sulaiman. 


UNIVERSITY OF LEEDS 


Mrs. Joan Mary Tattersall, M.B., Ch.B., has been appointed 
assistant medical officer on the staff of the University. 


UNIVERSITY OF SHEFFIELD 


The following appointments were made at a meeting of the University 
Council held on October 21: Lecturer in Bacteriology, J. K. A. 
Beverley, M.B., Ch.B. Research Fellow and Tutor in Therapeutics, 
G. M..Wilson, M.B., Ch.B., M.R.C.P. Full-time Tutor in Child 
Health, M. G. Philpott, M.B., B.S., M.R.C.P., D.C.H. Demonstro- 
tors in Anatomy, P. A. King, M.B., Ch.B., H. Debovitch, M.B.. 
Ch.B., and A. A. Belton, M.B.. Ch.B. 

The Council received the following resignations and thanked these 
members for their services to the University: Dr. B. E. Heard 
(Assistant Lecturer in Pathology); Messrs. S. M. Patel and J. B. 
Pyper (Demonstrators in Anatomy); Dr. A. R. Kelsall (Senior 
Lecturer in Medicine). 

The Council received and gratefully accepted an offer by the 
J. G. Graves Trustees to substantially augment the stipend of the 
first holder of the J. G. Graves Medical Research Fellowship. It 
was hoped to invite applications for the Fellowship in the near 
future. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 


A series of lectures has been arranged by the Royal Faculty of 
Physicians and Surgeons of Glasgow to be delivered in the Hall of 
the Faculty (242. St. Vincent Street, Glasgow) on Wednesdays, 
November 9 and 23 and December 14, 1949, and January 11 and 25 
and February 8, 1950, at 5 p.m. All medical practitioners are invited 
to attend the lectures, details of which will be published under 
“Societies and Lectures’ week by week. 


ROYAL FACULTY OF PHYSICIANS -AND SURGEONS OF 
GLASGOW 


At a meeting of the Royal Faculty of Physicians and Surgeons of 
Glasgow held on October 3, with the President, Dr. W. R. Snodgrass. 
in the chair, L. S. Scott was admitted a fellow of Faculty qua 
Surgeon. 











! 


$ on 
CTS: 


to a 
ther 
e as 
duc. 
logy 


and 
ed: 


am, 


ited 


‘sily 
fics, 


hild 
(ra- 


ard 
nior 


the 
the 

It 
lear 


OF 


of 
of 
LYS, 


ted 
der 





MEDICAL NOTES IN PARLIAMENT sen Tn, 





Oct. 29, 1949 


ae 





Medical Notes in Parliament 


=e 


CHARGE FOR PRESCRIPTIONS 


Mr. ATTLEE announced in the House of Commons on 
October 24 a number of cuts in Government expenditure. 
among other things, he said: “ We propose to make a charge 
vf not more than Is. for each prescription under the National 
Health Service. The purpose is to reduce excessive and in 
ome cases unnecessary resort to doctors and chemists, of which 
there is evidence which has for some time troubled my right 
honourable friends the Minister of Health and the Secretary 
of State for Scotland. The resultant saving will contribute 
about £10.000,000, although this is not the primary purpose 
of the charge. Arrangements will be made to relieve old-age 
pensioners of this charge for prescriptions.” 

Later in his speech Mr. Attlee suggested that the charge 
for prescriptions would be legalized by an amendment to the 
National Health Service (Amendment) Bill, presumably during 
its passage through the House of Lords. 





NATIONAL HEALTH SERVICE (AMENDMENT) BILL 


tn the House of Commons on October 19 the National Health 
Service (Amendment) Bill was again considered in Committee. 
Mr. LINSTEAD moved a new Clause as follows: 

“* Where a person has travelled from a place in the area of one 
'ycal health authority to a hospital in the area of another local 
health authority for the purpose of attending at, or being accommo- 
dated in, that hospital in order to avail himself of any hospital or 
ypecialist services and, immediately afier such attendance or on the 
termination of the period of his accommodation in the hospital 
(not being a period longer than three months beginning with the date 
of his admission to the hospital) he is conveyed by ambulance or 
other means of transport made availabie by the local health authority 
for the area in which the hospital is situated in pursuance of their 
duty under section twenty-seven of the Act of 1946 from that 
hospital to the place from which he travelled as aforesaid or to any 
other place in the area of the local health authority within which the 
tirst-mentioned place is situated, the cost of that conveyance shall 
ne repaid by the last-mentioned authority to the local health authority 
by whom the ambulance or other means of transport was made 
available as aforesaid: Provided that any local health authority may 
igree to waive their rights under this section against any other 
ocal health authority, either in consideration of a periodical pay- 
ment or without consideration.” 


Mr. Linstead said the parent Act. imposed on local health 
authorities responsibility for the ambulance service and left 
open the question of charges for that service. It worked on 
the basis that the local authority for the place where the 
patient’s home was situated had responsibility for conveyance 
of the patient from the home to the hospital, but the local 
authority where the hospital was situated had to convey the 
patient from the hospital to his home. It was assumed that the 
cost would even itself out between one local authority and 
another. Experience had shown this not to be the case. 
Generally speaking hospitals were situated in the area of county 
boroughs, and these boroughs found they had to transport back™ 
to their homes patients who were not residents of the county 
borough. There was little reciprocal flow in the other direction. 
The associations of county councils and of municipal corpora- 
tions had decided that the lack of balance made it worth while 
to introduce a system of inter-authority accounting. The propo- 
sals in the clause had commended themselves to .the local 
authorities. These authorities had agreed that after three 
months from the date of admission to hospital the patient 
should be regarded as being the responsibility of the authority 
within whose area he remained. 

Mr. BEvAN said that as this was a matter for the local 
authorities and they had reached agreement he accented the 
clause. The clause was then read a second time and added to 
the Bill. 


Accommodation for Private Patients 


Mr. Howar® then moved to insert in subsection 1 of Section 
5 of the schedule of minor amendments of the Act of 1946 


and 1947, after the words “the whole cost,” the words “or 
such proportion of the cost as may be determined.” He said 
this amendment sought to introduce flexibility into a rigid 
section of the Aet which had created difficulties of interpreta- 
tion and administration. In Section 4 of the Act, which 
authorized the provision of small wards or special rooms for 
those prepared to pay extra for additional comfort and 
amenities, a patient was required to pay only that portion of 
the cost attributable to the extra amenities. In Section 5 the 
patient was required to pay the whole cost and did not get his 
contributions to the National Health Service credited to him 
although he had the privilege of being attended by the doctor 
of his own choice. 

Mr. Bevan had said on the second reading of the 1946 Act 
that if people wished to pay for additional amenities or for 
privacy the House should aim at providing such facilities for 
all who wanted them. Unfortunately costs had rocketed 
in the hospital services since 1946, in large measure because of 
other provisions in the National Health Service Act. The 
incomes of people had not rocketed and some of these facilities 
were not being made available owing to the cost to the people 
who desired to use them. A statutory instrument had been 
issued by the Minister in 1948 dealing with the question of 
determining what items should be included in arriving at costs. 
Parliament had not been able to enter into any proper discus- 
sion of that instrument. The instrument laid down that there 
should be standard daily charges to be calculated either on 
certain data, if available, or on the cost of the ordinary public 
bed plus a fixed percentage, to arrive at the assumed cost of the 
private bed. No great difficulties arose in hospitals where the 
full data were available. In other cases where the assumed 
yardstick had to be used there would be considerable over- 
charges. Some hospitals felt they had to collect charges which 
they did not feel justified in asking. The intention of Parlia- 
ment was not being fulfilled, and patients were in fact being 
required to pay twice over for some of the services they 
obtained. 

Mr. BEvVAN said he was not convinced of the need or justice 
of doing what Mr. Howard had suggested. There was no 
evidence that the existing situation resulted in an increased 
demand upon private nursing-homes. If a substantial number 
of patients were being diverted there from the general hospitals 
it would be desirable to check that tendency. Until such a 
tendency was proved it did not seem to him that any case 
had been made out for accepting the amendment. Many sup- 
porters of the Government took exception when the National 
Health Service scheme was shaped to benefits being provided 
for different classes of patients in the public service hospitals. 
He believed that by administrative action it was possible to 
prevent a sense of diicrimination, but certain habits of mind 
would take time to eli ninate. He believed that before many 
years there would not be any sense of discrimination or unfair- 
ness in hospital administration. Persons who took advantage 
of Section 5 did so by their own election. They contributed 
through the taxes to the National Health Service and then they 
elected to go outside the Service. . 

Mr. Sparks asked Mr. Bevan to allow for the fact that there 
was' delay in some hospitals in securing immediate treatment 
and that therefore some patients elected to be treated privately 
because they could get into hospital more quickly. 

Mr. BeEvAN replied that that had always been the case. He 
said he would be unhappy to learn that anyone had been able 
to pay his way into hospital ahead of another patient who 
could not afford to do the same. 

Mr. HARRISON said that this was done regularly. 

Mr. BeEvAN said he was unhappy to hear of it, and he 
asked Members to give hin particulars. It was understood that 
patients were primarily admitted to hospital on grounds of 
medical urgency. What had been said was no argument for 
accepting the amendrent. It merely meant that Parliament 
must provide additional hospital accommodation. On the ques- 
tion whether an injust'ce was done to the private patient he 
thcught an injustice would be done to the Health Service as a 
whole if a private patient was charged less than it cost to main- 
tain him. Why should a public service subsidize a person who 
had elected to be a private patient? When the individual was 
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anxious to obtain privacy as an additional amenity he might 
be able to do so. Such amenity beds were being increased. 
It seemed to him to be reasonable that until perfect conditions 
for everybody could be provided persons who wished privacy 
in hospital should be able to obtain it. They got the rest of 
the service free, but paid for the additional amenity of privacy. 

Mr. Howarb said that in these cases the patients were not 
likely to have the benefit of the doctor of their choice. 

Mr. Bevan said these patients paid only for the amenity. 
The hospital staffs were available for them. Most people would 
discover before long that if they paid for a separate specialist 
of their choice they would have the same one as they would 
have had in the free ward. He pointed out that the amendment 
would increase the cost of the National Health Service. 


Cost of Free Choice 


Mr. LINSTEAD said that taking the hospital service as a whole 
medical priority determined whether beds were given to a 
particular patient or not. Only when that principle had been 
satisfied did the paying patient have any advantage. One of 
the principles of the Service was the free choice of doctor by 
the patient. On the whole that principle operated fairly in the 
general practitioner service, but it did not operate in relation to 
hospital specialist services except uncer a very Feavy penalty. 
The only way to get the specialist of the patient’s own choice 
in hospital was by becoming a Section 5 patient and paying the 
full cost of the bed with the specialist's fee on top of that. 

Dr. Hapen Guest said that before the Health Service came 
into operation it had been most uncommon for a patient to 
know anything about the specialist. 

Mr. LinsTEAD said that there had been free choice of speci- 
alist in that the general practitioner made his recommendation 
to the patient by saying “ you ought to see so and so.” In most 
cases the patient had accepted that advice. Now when the 
patient went into hospital he had either to accept the specialist 
who went with the bed or pay the full cost of a specialist chosen 
by himself or recommended by a general practitioner. The 
principle of free choice of doctor was violated by the conditions 
attached to certain Section 5 beds. Also. each of 1.500 or 2,000 
individual hospitals to which Section 5 might apply had to 
arrive at his own weekly figure for Section 5 charges. Even 
the hospital management committee could not fix a figure for 
these beds!’ It was not satisfactory that in a national scheme 
patients coming into Section 5 beds should have to pay fees 
varying from £8 to £16 a week according to the overhead costs 
of the hospital which they entered. 

Mr. BairD said that if the Opposition complained about high 
charges for pay-ber's the solution was to cevelop amenity beds 
faster. In a hospital in the Londor area last week not a single 
amenity bed had been available although there were a large 
number of private nay-beds. Would it not be right to reduce 
the number of pay-beds.and hand them over for use as amenity 
beds? He pointed out that Wolverhampton Royal Hospital 
had no private pay-beds. 

Lord HINCHINGBROOKE said the amendment only sought to 
extend the amenity-bed principle and to provide that where 
specialists were brought in and extra services were given there 
should still be subtracted from the charge that part, of the cost 
provided by the general hospital service. 

Mr. HARRISON said there were complaints from many parts 
of the country about the growing cost of private beds in the 
pay-bed block. In his city (Nottingham) the cost would prob- 
ably soon be £20 a week. which many of the rresent occupants 
of the beds could not pay. He suggested that the accommoda- 
tion in the pay-beds should be transferred for ordinary hospital 
purposes. 

Sir HucH Lucas-Tootn said that in practice the proposal 
would not increase the cost of the Service. A large number 
of patients would prefer to make a reasonable pavvrent for 
their beds and to pay a reasonable fee for the specialist or 
consultant. But if they were required to pay a specialist fee 
on top of 20 cuineas a week all they could do was to go to a 
hospital without making any contribution whatever. 

Dr. SEGAL said some on the Government side of the House 
might feel sympathy with the amendment, but when the 


resources of the Minister were limited they should be concen. 
trated where the need was greatest. ‘ 

Mr. BEvaN intervened to say he had asked for an investiga- 
tion to be made of the number of free patients in Pay-beg 
blocks to check to what extent free patients were not admitted 
on entirely medical grounds to these blocks. His information 
was that at least 40% of the pay-bed blocks were Occupied 
by free patients. That was a tribute to the way in which the 
admunistration was carrying out the terms of the Act. Mr 
Bevan said that some time ago he had sent out an instruction 
that the patient was to be told by the general practitioner o, 
the specialist whether he was to be treated under the National 
Health Service or as a fee-paying patient. It was the obliga- 
tion of the doctor to inform or to ask the patient whether he 
or she wished to be treated as a free patient or as a fee-paying 
patient. He would be grateful for examples where this pro. 
cedure was not followed. It was not proper for a medica} 
practitioner or specialist to promise that a person would get 
into hospital souner by becoming a private patient. It was the 
duty of hospital authorities to adinit patients on medica] 
grounds, and the figures he had given showed that in most 
cases this had been done. 

Mr. RicHarD Law said that if exisfing tendencies continued 
and if prices continued to rise the private patient would be 
driven out of the National Health Service hospitals. All that 
was asked under the amendment was that the private patient 
should be treated in exactly the same way as the public patient 
and have exactly the same privileges. 

Dr. Moraan said there should be no further extension of the 
pay-bed system by which certain patients could get additional 
benefits. The subject had been fought out in the medical 
profession, and the professional men had decided in favour of 
the Act as it stood. 

The Committee then divided, and the amendment was rejected 
by 256 to 139. 


Private Patients at Health Centres 


Mr. ANEURIN Bevan then moved an amendment that: 

* At the end of paragraph (a) of subsection (1) of Section 21 
(which requires facilities at health centres to be available for 
the provision of general medical services), there shall be inserted 
the words ‘ and, on such terms and conditions as may be determined 
by the Minister, for the provision by medica! practitioners of such 
other personal medical services (if any) as may be so determined in 
the case of a particular health centre.’ ” 

He said the purpose of this amendment was to enable general 
practitioners to treat private patients in health centres. At 
one time he had set his face against that proposal, but the 
number of persons outside the scheme was now so small that 
no danger could arise to the structure of the Service by allow- 
ing general practitioners to take their private patients into the 
health centres. It would be unreasonable when a health centre 
was available to expect a general practitioner to maintain a 
private surgery at which to treat his private patients. When 
health centres were available the Ministry would make it clear 
by regulation that there should not be two doors—one for the 
private patient and one for the public patient. The private 
patient must take his proper place with the general public in 
seeking the services of his doctor. The Ministry would also 
rule that a doctor should have a substantial number of patients 
in the public scheme before he could avail himself of private 
facilities at a health centre. A subcommittee of the Central 
Health Services Council had recommended that it should be 
possible for a general practitioner to treat private patients in 
a health centre. 

Lord Hincuincsrooxe said Mr. Bevan was constructing 
castles in the air. There were no health centres and the 
Minister’s speech was irrelevant. There might be just one 
experimental centre which had been started before Mr. Bevan 
had anything to do with the health service. In the last four 
years during which he had full opportunity to build them he 
had not done so. 

Answering Mr. Orr-Ewing Mr. Bevan explained that he 
would determine which doctors were entitled to treat private 
patients in a health centre under the words of the amendment 
“on such terms and conditions as might be determined by the 











‘tion 
Pied 
the 


tion 
r or 
onal 


he 
ying 
Dro- 
ical 

get 
ical 
10st 


ued 


hat 
ent 
ent 


the 
nal 





Oct. 29, 1949 


MEDICAL NOTES IN PARLIAMENT ra, 





<r mm 
Minister.” The proportion of private patients and listed 
patients would be discussed when the regulations were laid 
before the House. 

The amendment was then agreed to. 

Mr. BEVAN then moved a further amendment as follows: 

“In Section 46 (which provides for the use of health centres 
by practitioners) after the words “ general medical services " there 
shall be inserted the words “ or other personal medical services or, 
after the words “ subject to regulations there shall be inserted the 
words “and to any determination by the Minister under Section 
21 of this Act,” and after the words “the Executive Council may 
there shall be inserted the words “ subject to any such determination 
as aforesaid.” 

Mr. Bevan said the purpose of these words was to enable 
the Executive Council when directed by the Minister to make 
differential charges on general practitioners varying with the 
amount of use they would make of the health centre for their 
private patients. It was clear that the general practitioner 
would have to pay a charge because he would be relieved of 
the necessity of maintaining his surgery. This was a matter for 
future discussion with the representatives of the medical pro- 
fession. He did not think any general practitioner would 
quarrel with this. The amendment was welcomed by Mr. Elliot 
and agreed to. 

Certificates 

Mr. BevAN then moved a further amendment as follows: 
“In paragraph (d) of subsection (2) of Section 33 (which pro- 
vides for the issue by medical practitioners providing general 
medical services of certificates reasonably required under or 
for the purposes of any enactment) after the word ‘of’ there 
shall be inserted the words ‘such certificates as may be pre- 
scribed being.’” He said that before the Health Service Act 
came into operation the Secretary of State for Scotland and 
himself had appointed a committee to try to reduce the number 
of certificates which doctors had to provide. That committee, 
known as the Safford Committee, had issued an interim 


. report. 


Mr. LinsTEaD said the House welcomed anything that would 
cut down paper work on the part of medical practitioners, but 
he suggested that the Minister might be curtailing the freedom 


of patients to get free of charge some certificates required for. 


statutory purposes. 

Mr. BEVAN said that as the free certificates required would 
be listed in the regulations the matter could be raised when 
these were debated. The Safford Committee had stated that 
a list of free certificates should be provided and that the words 
of the original statute, which were very extensive, should not 
be applied. 

Dr. MorGan asked whether the report of the Safford Com- 
mittee would soon be published. 

Mr. BEvAN said he did not like to hurry the committee in 
its work, because it was necessary that the report should receive 
general acceptance. Parliament would be substantially guided 
but not bound by what the committee recommended. He did 
not think it would be necessary to have the list of prescribed 
certificates ready at the exact moment when the present Bill 
came into operation. 

The House agreed to the amendment. Mr. JOHN WHEATLEY 
then moved an amendment applying to Scotland the principle 
of the earlier amendments dealing with the right of doctors to 
use the health centres for private patients. The House agreed 
to this amendment, and the schedule as amended was ordered 
to stand part of the Bill. 


REPORT STAGE 


The Report stage followed immediately. A new clause 
(Prohibition of full-time salaried dental practitioner service) 
was brought up, read a second time, and added to the Bill. 
The purpose of the clause was to carry out in the case of 
dentists the same undertakings that had been advanced in the 
case of general practitioners. 

Mr. WHEATLEY moved another new clause under which a child 
under 16 could be admitted as a voluntary patient in a mental 
hospital on the application of the parent or guardian. Develop- 
ments in this branch of medicine were such that it was desir- 


able that children should be able to get full advantage of them 
as voluntary patients. 
The clause was read a second time and added to the Bill. 


Dental Ethics 


Mr. BairD moved a new clause which read: “No dental 
practitioner who is on the list of a local executive committee 
and is accepting patients under the National Health Service 
shall be entitled to accept remuneration from private patients.” 
Mr. Baird, himself a practising dentist, said a number of his 
constituents suffered because of the unethical practices of a 
number of dentists in his division (East Wolverhampton). 
When the National Health Service Act had been discussed he 
had fought for the liberty of the dental and medical profes- 
sions to treat both private and public patients, but with reluct- 
ance he now moved to withdraw that right from the dental 
profession. The racket now going on in the dental profession 
in regard to public patients must be stopped. A patient who 
was in pain and went to a dentist to have a tooth removed 


was told that the dentist was fully booked up for six weeks, — 


but if the patient offered to pay the dentist would take the 
case right away or within an hour. Under the National Health 
Service Act payments were offered to dentists by means of an 
itemized scale of fees for every operation. The operation of 
filling was better paid than that for fitting dentures. A number 
of dentists were accepting patients who required fillings but 
refusing those who required dentures. A third abuse was that 
of “talking down” the National Health Service Act. The 
dentist said to the patient, “ If you come to me under the Act | 
can only give you second-rate treatment. If you want a good 
job, come to me privately.” Mr. Baird said he had particulars 
of such cases from all over the country, but there was great 
difficulty in proving them. The discussion usually occurred 
between the patient and the receptionist. He estimated that 
at least 75% of dentists were turning away patients in pain 
unless they were prepared to pay.’ 

In his opinion the reali solution was large-scale health centres 
with a fully salaried dental service. A temporary solution 
would be a simplification of the regulations which allowed a 
patient to make representations to the local executive council. 
The only other solution was for the profession itself to discipline 
its members. He had received from one of the dental organ- 
izations a letter placing on record its disapproval of the amend- 
ment he had sponsored. This letter declared that if the pro- 
posed amendment was pursued the association would resist 
it to the utmost. Even if Mr. Bevan could not accept the 
amendment Mr. Baird appealed to him to let it be known that 
the House condemned those dentists who turned away patients 
in pain unless they were prepared to pay. 

Mr. SPARKS seconded the proposed new clause and said the 
Minister had had a large number of cases brought to his atten- 
tion by Members. 

Sir HuGH Lucas-Tootu said the Opposition fundamentally 
opposed the new clause. To add it to the Bill would be a gross 
breach of faith with the dentists. The over-riding difficulty of 
the dental service was that there was more work to do than 
the dentists could accomplish. A lot of respectable profes- 
sional men said to themselves that they were prepared to work 
eight or ten hours a day in the public service and would reserve 
two or three hours for private practice. There was nothing 
unethical in that. 

Dr. Guest asked whether it was ethical for dentists to devote 
one day a week to National Health Service patients and keep 
the rest of the week for private patients. 


Mr. PaGeT said the whole point was that the doctors had 


played the game and the dentists had not. 

Sir HucH Lucas-ToortH said that even now the fees paid to 
dentists for public patients were fully as high as those which 
were paid for private patients. 

Mr. BatrD said that every penny of the dentist’s income 
teceived from the State was declared to the income-tax authori- 
ties, but there was no way of checking so far as his private 
patients were concerned. After due consideration he made the 
charge that in a large number of cases a considerable amount 


of the dentist’s private income was not declared because it was . 
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so difficult for the income-tax authorities to prove what was 
his real income. 

Mr. Bevan said he had never seen such a complete exposure 
of general ethics as that made this afternoon from the other 
side of the House. Sir Hugh Lucas-Tooth had suggested -that 
if a patient went to a dentist’s surgery in pain it would be 
ethical on the part of the dentist to prefer to treat a private 
patient who would pay more. Members of the Opposition put 
professional! solidarity over the public interest. The dental 
profession had been guilty of worse conduct than any other 
profession in the Health Service. It was the duty of the 
Opposition to deprecate unprofessional conduct and not to try 
to justify commercial discrimination—the ethics of the jungle— 
against people in pain. Mr. Bevan said he was satisfied that 
misconduct was decreasing and that the behaviour of the 
dentists, generally speaking, was improving. Therefore it was 
better to allow the disciplinary machinery which had been 
established under the scheme to operate against the person 
who was misbehaving. He hoped that before long the good 
would drive out the bad. If a dentist was overworked, how 
was it possible for him to do the work privately but not 
publicly ? The trouble at the beginning of the scheme was 
that there was exploitation of scarcity value by the dental pro- 
fession as a whole. The largest organization of dentists did 
not advise its members to join the National Health Service. 
They had come in as individuals. The National Health Ser- 
vice had been introduced to enable ordinary citizens to have 
access to medical skill without being blackmailed in doing so. 
That was the whole point of it. The Ministry had tightened 
up the situation so that a dentist could not say now that he 
would extract teeth under the National Health Service and pro- 
vide dentures privately. He was sure that first-class people 
in the dental profession would be pained by the belief that 


the general public did not hold the dental profession in esteem, . 


and he hoped the House could look forward to a general 
improvement in the Service. 

After further discussion Mr. Baird withdrew his proposed 
clause. 


Overseas Visitors 


Mr. ELLioT moved a new clause providing for regulations 
to prescribe charges for services rendered under the Act to 
persons not normally resident in the United Kingdom. 
Mr. Elliot said that it would be easy for visitors to pay a charge. 
The Minister had said at a Press conference that he had 
arranged for immigration officers to turn back aliens who were 
coming to this country to secure the benefits of the Health Ser- 
vice. To place this duty on these officers was asking them 
to do a thing which they were not competent to do. Surely the 
proper person to examine a visitor was one with medical skill. 
The proposed amendment suggested a solution which would 
meet the difficulty in a practical way. The: Minister’ would 
allow a person who was seeking attention to pay a sum accord- 
ing to,circumstances which the Minister would determine. -*% 

Mr. Bin said there were about -635,000 visitors to this 
country in the course of the year who on the average stayed 
less than a month. They were equivalent to a population of 
about 50,000 extra people requiring health services. Supposing 
they made the same demands a: the people in this country, the 
cost would be between £200,006 and £250,000. The machinery 
required to meet the amendment would involve an administra- 
tive cost as great as that. 

Mr. Bevan said it had been sickening during the last fifteen 
months to witness members of the Opposition going round the 
country spending most of their time on the platform poking 
fun at the Health Service and undermining it. The assumption 
that there was something wrong in treating a stranger who was 
visiting this country and fell sick was one of the curses of 
modern nationalism. It was not part of the ethics of mediaeval 
society. The present attitude was a by-product of the existence 
of the Conservative Party. 

The health services of the whole world were being stimulated 
by what was happening in Britain, and a constant stream of 
visitors came from all parts of the world to find out what we 
were doing. Most of them returned hoping that what we 


_were doing would succeed so that they could imitate it in their 


own countries. If a person left another country deliberately, 
for the purpose of going to Roehampton to get an expensive 
artificial limb he, would consider that to be an abuse, but if 
person came to this country and fell sick it was proper that 
che should be treated. Some British institutions had always 
done so. The great Scottish hospitals treated visitors free] 
and until recently many of the great London hospitals had 
followed that tradition. He was not prepared to establish 
administrative arrangements which would harass the whole 
population merely to deal with a handful of people who were 
visiting this country. Unless they were careful they would 
find themselves denying the health service to many British sub. 
jects not normally resident in this country. However, he pro- 
posed to take power in the House of Lords to frame regulations 
to prevent abuse of the health service in this country by over. 
seas visitors where it might be practicable so to do. The 
House must look at the regulations when they were issued to 
see how far they went towards meeting the difficulties of certain 
cases. He must not be understood to agree that it was desir- 
able that any person in this country not being a resident who 
fell sick ought to pay a charge for the use of all or part of 
the health service. 

Mr. Elliot recommended the Opposition to accept Mr. 
Bevan’s promise of an amendment and to see what the position 
was when that amendment finally returned from the House of 
Lords. He then withdrew the proposed new clause. 


Too Heavy a Hammer 


A new clause was brought forward by Mr. MarRLowe. |: 
ran: 

“‘ Regulations may authorize the Minister, if he thinks fit, to 
publish particulars of any disciplinary action taken by him in respect 
of any breach of any regulation under the Act of 1946 or the Act 
of 1947, including the name and address of any person in respect 
of whom such action is taken and the name of any executive council 
recommending such Action.” 


Mr. Marlowe said that recently a practitioner had been deali 
with by an executive council and fined the maximum amount 
of £100 for what was called “ infamous or scandalous conduct ™ 
under the Act and for deceiving innocent patients. It had 
not been found practicable to publish the name of this offender 
in the Press lest the executive council found itself open to an 
action for libel. Mr. Marlowe said the amendment was 
designed so that if the name of the offender was published 
under the direction of the Minister the executive council would 
be protected against libel action and full publicity would be 
given. Mr. ELLiot seconded the proposed clause. 

Mr. BEvaAN said there was a difficulty at the moment, but the 
new clause was too heavy a hammer for this nut. In the central 
tribunal, which was a judicial body, decisions were published 
with the. names and penalties. In the case of the local com- 
mittees procedure was not so formal and judicial, and it did 
not seem to him that the name of the offender and his punish- 


ment should be published. It could not be said in such 
instances that the full procedure of the judiciary ha@ ‘given... 


protection to the person involved. As a general,rule the name 
was known to the local population and therefore the utmost 
deterrence was achieved. To publish the name in the local 
press might cause hurt to individuals who might have been 
guilty of thoughtlessness or something of the sort. The exist- 
ing machinery worked well, and he was content with giving full 
publicity to the decisions only of the central tribunal. 

The proposed new clause was negatived. 

On Clause 20 Mr. BEVAN moved and the House accepted an 
amendment providing that medical officers of regional hospital 
boards or teaching hospitals should not be paid for examina- 
tions carried out or certificates given in respect of mental 
patients when these things were carried out in the ordinary 
course of their duties. 

On Clause 23 drafting amendments were made on the motion 
of Mr. Bevan, and the House agreed to them. 


General Practitioners’ Access to Hospitals 


On the Schedule of minor amendments Colonel Stoppart- 
Scott moved an amendment. He said that at present anybody 
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Section 5 bed of a hospital must be cared for either 
the honorary staff or one of the resident staff of the 
hospital. It was impossible for a general practitioner who had 
been treating the patient or even for an outside Specialist to 
continue looking after that patient should he obtain admission 
to one of these pay-beds. General practitioners should not be 
revented from treating their own cases in hospital. The fact 
that they could not do so threw an extra burden on the staffs of 
the hospitals. Hospitals had borne the greatest burden of the 
National Health Service. This would be relieved to some extent 
by permitting general practitioners who were not members of 
| staffs to care for those of their patients who occupied 


ita 
pent In small general hospitals a maternity case, for 
example, must be looked after in a pay-bed either by the general 


surgeon or physician or the resident doctor, who in many cases 
knew less about maternity than the general practitioner. This 
amendment would enable these patients to be cared for in 
hospital by their own medical practitioners. It would retain 
what Mr. Bevan always said he wished to retain, free choice 
of doctor by the patient. 

Sir HucH Lucas-TootH seconded the amendment, and said 
there was a feeling in the medical profession that it was being 
divorced from access to hospitals. Doctors should not be given 
that impression. If the Government intended to kill private 
practice that intention should be stated. . 

Sir HENRY Morris-Jones recalled that when the main Act 
had been in committee Mr. Bevan had held that there should 
be a strong line of demarcation between the general practitioner 
and the specialist. Since then, to his credit, he had modified 
his views. A recent circular (Supplement, October 15, p. 168) 
distributed by the Ministry of Health to hospitals had urged 
that more facilities should be given for general practitioners, 
particularly in cottage hospitals and smaller provincial hospi- 
tals. It would be a pity if facilities were denied for maintaining 
what Mr. Bevan had assured the medical practitioners to be his 
intention, that the right of private practice would still be avail- 
able and that they should have an opportunity of carrying on 
in that respect within the framework of the Act. 

Mr. MEsseR said it was generally-accepted that if the Service 
was to succeed the country must have not merely an efficient 
hospital service but an efficient general practitioner service too. 
He was not sure that specializatian to the extent to which it 
appeared to be developed in the profession was a good thing. 
It might be good if specialization had-a very good general back- 
ground. For that reason a high standard of domiciliary service 
was of immense importance. No barrier should be placed in 
the way of improving the standard of the general practitioner. 
If that meant access to hospital beds, it should be organized in 
a way which would provide the general practitioner with that 
contact without adversely affecting other aspects of the Service. 
But, as he read the amendment, it would enable a patient to be 
admitted to hospital by jumping the queue. Once a general 
practitioner with access to a hospital could get his patient 
admitted more speedily than another general practitioner, 
another patient would be disadvantaged. If there was value 
in a general practitioner having access to hospitals, all general 
practitioners should have the same opportunity. That was not 
the case. In Central London no cottage hospital or general 
practitioner hospital existed. 


General Practitioners and Specialists 


Mr. BevAN agreed with Mr. Messer that there had been a 
tendency to dig too wide a gulf between the general practi- 
tioner and the specialist. If that gulf was to be narrowed it 
was not necessary to do so by legislation. ,It could be done by 
agreement between the members of the*medical profession. It 
would be wrong to admit the right of a general practitioner with 
private patients to have access to hospitals where his colleavues 
were denied that right. General access of general practitioners 
to hospitals was an entirely different matter and one for discus- 
sion administratively, not by statute. What was really envi- 
saged in the amendnent was that a specialist not in the public 
service should be able to treat his private patient in a hospital. 
That he considered to be wholly wrong. If a specialist did not 
wish to be in the Health Service and therefore had not attached 


himself to a hospital, Mr. Bevan did not think that such a man 
was entitled to use the Health Service. He would not be much 
good for long if he were not attached toa hospital. A specialist 
ought to live in the climate of the hospital as much as possible 
to do his work properly. Mr. Bevan said he was unable to 
accept the amendment. If the general practitioner was to follow 
his patient into the hospital where that patient had been 
entrusted to the specialist, there might be a. considerable 
quarrel over the claims of both to have charge of the treat- 
ment, and between the quarrels of two members of the pro- 
fession the patient might succumb. 

Mr. QuinTIN Hocc said a public hospital under the scheme 
was neither a weapon for the Minister to coerce specialists or 
general practitioners into the scheme nor a privilege for the 
use of specialists or practitioners. It was a convenience for 
the public and, in particular, a service for the patient. The 
House was talking about people who were suffering and whether 
these people were better treated inside a general hospital or 
should have to stay, as an unprivileged class, in their own homes. 
If the treatment of a person was better effected in a public 
hospital that person should be allowed to go there. If 
Mr. Bevin denied that person the right, within reason, to select 
his own medical attendant or adviser, he was breaking one of 
the fundamental agreements in the scheme, which had hitherto 
not been in dispute. 

Mr. BEvAN asked whether Mr. Hogg suggested that a patient 
should have the right in any hospital to be treated by the 


general practitioner of his choice, whether attached to that | 


hospital or not. 

Mr. Hocc said the limitation of the right of the private: 
patient in a hospital to be treated by the medical attendant 
of his choice should be defined by purely medical considera- 
tions and not by political considerations. He included in 
political considerations Mr. Bevan’s argument that one did not 
wish to encourage specialists who did not belong to hospitals. 
That was trying to discipline the medical profession. 

Mr. BeEvAN contended that if a statutory right were given to 
a general practitioner. to enter a hospital and treat a patient 
there would immediately be administrative troubles of the 
greatest possible kind. What was desirable was that eventu- 
ally there should be a closer identification between general 
practitioners and the work which went on in hospitals. 

On a division the amendment was rejected by 253 to 103. 


Grading of Specialists 


Sir HuGcH Lucas-TootH moved to insert in the Schedule the 
words: 

“ Subsection (2) of Section 14 (which provides for conditions 
of service and appointment of medical or dental officers employed 
on the staff of hospitals providing hospital and specialist services) 
shall have effect as if the following sub-paragraphs were added: 

‘(e) for the establishment of a Central Professional Committee 
and for the hearing by such committees of appeals from officers 
engaged in the provision of hospital and specialist services who are 
dissatisfied with any decision under this subsection of any regional 
hospital board or board of governorg relating to their status; 

‘(f) for the determination by the Minister after consideration 
of the recommendations of the Central Professiona! Committee of 
any such appeal as may be made under the provisions, of the last 
foregoing sub-paragraph.’ ” 

Sir Hugh recalled that before the Act came into operation 
specialists fell roughly into three groups: the house officers, 
the registrars, and the fully qualified specialists. About the 
time of the introduction of the Act the Spens Committee recom- 
mended that the specialists should be divided into two main 
groups, the junior of which was to be the registrar group, with 
a'smaller group of fully qualified specialists. The Minister had 
introduced a third grading, the senior hospital medical officer. 
Sir Hugh did not contest the division of specialists into three 
grades. 

He was concerned, however, with the grading of individuals. 
Under the Minister’s regulations. specialists had to be placed 
in appropriate grades by the regional hospital board, or the 
board of governors in the case of a teaching hospital. That was 
done through the advice of a reviewing committee. If the 
specialist was dissatisfied with the grade in which-he was placed 
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his only appeal was to the board whose reviewing committee 
had in fact appointed him. Whereas in the old days it might 
not have been a matter of vital importance what the specialist 
was called, to-day his whole career must depend on the grade 
in which he was placed. Sir Hugh did not say that the grading 
had been badly carried out or that there were a great number 
of mistakes. He contended that a great number of those graded 
felt they had not been properly judged in this matter. One 
reason for this sense of injustice was that the grading had been 
done by the local board of the hospital to which the specialist 
was attached. The purpose of the amendment was to give a 
right of appeal to those who had a grievance. It proposed 
that the Minister should constitute a central committee to deal 
with th question of status. 

Lordj HINCHINGBROOKE seconded the amendment. He said 
the Mipiser must be conscious of a great tide of complaints 
from @onsultants and specialists under the National Health 

Service relating to harsh treatment at the hands of regional 

hospita§ boards in having their status downgraded as the result 

uf the ‘Minister having varied the terms of the Spens Report. 

He had had a large number of cases brought to his attention 

from the provinces. In the first place the complaint was against 

the original assessment being made by men who had been 
described to him as “ superior persons in the medical fraternity 
who gravitated to the metropolis, men who are cut off by many 
years now from the knowledge of what kind of work is being 
done in the provinces.” One communication had defined the 
selecting team of assessors on the Central Hospital Board as 

““men who suffer from the belief that London in general and 
Harley Street in particular harbour all but the incompetent 
nonentities in the specialist branches of medicine.” Complaints 
were not uniform from all parts of the country. That showed 
that the treatment of the subject by the various regional hospi- 
tal boards varied considerably. Some had initially graded too 
high and intended to downgrade in the interest of economy. 
Other regional hospital boards—he instanced the South-Western 
Metropolitan Regional Hospital Board—seemed to have down- 
graded almost everyone, but allowed certain cases on appeal. 
It was unsatisfactory that the boards should differ so sub- 
stantially in their methods. 

The Opposition contended that the appeal should be insti- 
tuted by the man who was downgraded and should lie to a 
different body altogether, but not to the Minister. Lord 
Hinchingbrooke cited the appeals open to Army officers who 
felt aggrieved at their standing. He said Mr. Bevan had rushed 
into a national medical service on military lines, but had not 
devised the network of safeguards which the Services had been 
obliged to develop. Mr. Bevan would find a useful precedent 
in the Services. New machinery was imperative if the National 
Health Service was not to degenerate through disillusion and 
cynicism which was growing in the profession, especially 
among consultants and specialists who had been downgraded. 
Lord Hinchingbrooke added that the Opposition was not 
wedded to the actual form of the amendments. If Mr. Bevan 
would indicate the appropriate machinery that would be intro- 
duced into the Bill while it was before the House of Lords, 
Conservatives would be satisfied. 

Mr. BEvAN said the amendment was maladroit. Section 14 
of the Act dealt with the appointment of persons who had 
already been qualified. It had nothing to do with their status. 
The amendment directed itself to the grading which had 
recently taken place of persons in the specialist class. People 
had assumed that because the regional hospital boards made 
appointments on the staffs of specialists they actually made the 
classification of specialists. That they did not do. There was 
no academic qualification in the medical profession .which 
corresponded to a hierarchical arrangerent. He did not agree 
with the hierarchical conception in which the general practi- 
tioner was placed at the bottom. The first-class general practi- 
tioner was the cream of his profession. To say that any person 
had been downgraded or upgraded in relation to whether he 
was further from or nearer to the status of a general practi- 
tioner would immediately poison the atmosphere. Since they 
had to have different scales of renuncration they had to have 
a classification. The task of ensuring this had been entrusted. 
on the advice of the medical profession, to a purely profes- 


a 


sional bedy. That was one of the defects in the amendment 
which sugges'od that after the doctors had been classified by 
the » fellov.s they -hould appeal to the Minister. It Proposed 
tha person should be examined first by the local medica} 
professional committee, and, having a grievance against tha; 
committes, he should appeal to the Central Professional Com. 
mittee and then appeal to the Ministry. 


Apple of Discord 


Mr. Bevan said his legal advisers told him there could be 
no other interpreiation of the words in the amendment. The 
Ministry would be the last court of appeal for determination 
of the professional status of a member of the medical profes. 
sion. He could not dream of doing that. The medical pro- 
fession would be horrified if it thought that a lay’ Minister 
should be allowed to classify specialists in the profession. 
They were not dealing with jurisprudence, but with the proper 
classification of a person in the practice of his profession ip 
the absence of objective data. To do that they had called into 
existence a local professional committee containing all the 
specialties about which classification was to be made. As 
people were being classified on their craftsmanship, the more 
immediate and precise the knowledge the more just the con- 
clusion was likely to be. Therefore a local committee did the 
classification. This was done for the first time in medica} 
history and was bound to be empirical. Therefore the Govern- 
ment had decided that a further review should take place—a 
review, not an appeal. If a person wished to have his case 
reviewed it could be referred to two persons outside the region 
who would bring fresh minds to bear. That was in process 
of taking place and it would be a disaster if Parliament 
churned it all up again. Members might satisfy the small 
number of persons who wished to appeal, but would dissatisfy 
a large number of those who had been established. All those 
who were fitting themselves into their positions would feel 
insecure. The whole of the findings of the local committee 
would be exposed to doubt. Further, the central committee 
would consist of the same type of people as the local com- 
mittee, but with less knowledge about the individuals con- 
cerned. It was inevitable that a lot of individuals should have 
a feeling about the sieve through which they had been passed, 
but a grievance was not necessarily entitlement to appeal. To 
throw this apple of discord into the arena would be resented 
by the profession. 

Mr. Hocc remarked that Mr. Bevan had talked nonsense for 
a great part of his speech. He was grateful to Mr. Bevan for 
having pointed out a drafting defect in the amendment, which 
had been put in the wrong place, since local hospital boards 
were concerned with appointments but not with classification. 
The important practical question was how to exclude from 
the circle of specialists those with no qualification to call them- 
selves such. The Minister was right to have entrusted the 
question of classification to a local body, but what the Minister 
had failed to understand was that it was vital to have a single 
standard throughout the country, which could not be obtained 
by the operations of a local man working alone. 

Mr. BevAN intervened to say that the absence of an objective 
test made uniformity impossible. The professional status of 
the individual in the conduct of his work constituted his 
entitlement. 

Mr. HoaG agreed that responsibility must lie, in the first 
place, with the local committee. He thought the conclusion 
which followed was that a central professional body should 
supervise the work of the local committees. He did not think 
it impossible to deal with these matters on appeal. The Central 
Professional Committee which was suggested would be a co- 
ordinating body of practical men deciding cases on practical 
principles and evolving a code of practice which would give 
the desired uniformity. Mr. Hogg accepted Mr. Bevan’s assur- 
ance that the Minister’s new proposal that there should be a 
review, with two added persons from outside, was acceptable 
to those concerned. But the Minister had not persuaded him 
that it was not desirable for a purely professional body to 
overlook the work of the local cormi‘tees. 

Dr. Moraan said he had pleaded for vears for a recognized 
schyne by which specialists and the different grades in the 
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n could be recognized. The public was disinterested. 
People did not care a hoot who called himself a specialist. The 
Minister had that night been most conciliatory on this most 
difficult of all problems. He did not see why the Minister 
should be scared at taking the advice of a Central Professional 
Committee. There was in the profession and among the most 
competent specialists a great deal of dissatisfaction at the way 
things had gone so far. Mr. Messer had remarked that there 
had previously been no grading. Dr. Morgan said that many 
4 man who failed to get his F.R.C.S. did not fail altogether 
from lack of learning. When he himself failed in the primary 
F.R.C.S. examination one of the examiners had pulled him 
aside and said, “ You did not fail because you did not know 
the subject, but because you are too keen on socialist policy.” 
That might be changed now, because Labour had grown 
respectable. 

Mr. WALTER ELLioT said the point under discussion was 
important and no political profit could be made from it by 
either side. Everyone had pointed out that there was no 
medical hierarchy, but one was being brought into being. The 
problem, therefore, was a new one. It would pass, once the 
hierarchy had been established. To classify persons whose 
qualifications were craftsmanship, competence, and behaviour 
was difficult. The responsibility of a layman was admitted 
in the case of the Home Secretary, who was a final court of 
appeal, or in that of the Secretary of State for Scotland, who 
made the final appointment to some of the greatest university 
chairs in Scotland. From all the arguments brought forward 
that night he thought that appeals to some body which was 
not the local body would be of great advantage. Nobody 
denied that a sense of grievance existed. He did not think 
Mr. Bevan had dealt fully with the matter. 

The amendment was rejected by 241 to 97. Drafting amend- 
ments were made to give the local optical committee the same 
statutory position as the local medical, pharmaceutical, and 


dental committees. 
The Bill was then read a third time without further debate. 


Limiting N.H.S. Lists 


Sir ERNEST GRAHAM-LITTLE inquired on October 18 under 
what sanctions executive councils subjected medical practi- 
tioners in the National Health Service to a heavy tax upon 
their payments from the Service if they refused to undertake 
a large panel. 

Mr. BEvAN replied that the regulations governing the 
remuneration of general practitioners provided for the adjust- 
ment of remuneration in the case of a practitioner who was 
exempted from the liability of having persons assigned to him 
and was relieved of obligations for emergency night calls in 
respect of persons not on his list. There was nothing to stop 
a practitioner limiting his list without applying for these 
exemptions: 

Appeal to the Minister 


Sir ERNEST GRAHAM-LITTLE also invited the Minister of 
Health to review his refusal to modify decisions taken by 
executive councils, since the composition of these bodies was 
predominantly lay. 

Mr. BEVAN answered that any person aggrieved by the deci- 
sion of an executive council on a case investigated by a Service 
Committee had a right of appeal to him under Regulation 7 of 
the National Health Service (Service Committees and Tribunal) 
Regulations, 1948 (Statutory Instruments, 1948, No. 507). The 
members of an executive council, excluding the chairman, were 
half professional and half lay. 


Hearings Before Medical Services Committee 


On October 20 Sir ERNEST GRAHAM-LITTLE asked the Minister 
of Health why he refused the assistance of the Medical Defence 
Union to doctors who were accused before the Medical Services 
Committee of professional negligence. 

Mr. BevaN replied that the regulations permitted a party 
lo an investigation by any service committee of an executive 
council to be assisted in the presentation of his case by some 


other person, provided that no person should be entitled, in 
the capacity of counsel, solicitor, or other paid advocate, to 
conduct the case for any party by addressing the committee 
or examining witnesses. Mr. Bevan saw no reason to alter these 
arrangements. : 
Contraceptives in Slot Machines 

Answering Sir HENRY Morris-JONES on October 20, Mr. Ept 
announced he had given instructions for a model by-law to be 
drafted prohibiting the sale of contraceptives by means of auto- 
matic machines. This model by-law would be circulated to all 
county and borough councils for their consideration, and if 
adopted would be subject to confirmation by the Home Secre- 
tary. He had given most careful consideration to the question. 
and had come to the conclusion that the social mischiefs 
involved were so serious as to require immediate action. 

Sir HENRY Morris-Jones said the whole nation would be 
relieved by the attitude which the Home Secretary had now 
adopted. He asked how soon the procedure would be com- 
pleted, as the exhibition of these machines was extending rapidly 
all over the United Kingdom. 

Mr. Epe said he would see that the procedure was carried 
through with the utmost expedition. The reception given by the 
House to the question would show the activity of the public 
conscience in the matter. 

Mr. EpeEN asked why the Home Secretary preferred procedure 
by a model by-law and not by legislation. 

Mr. EpE said he held that the Government should make 
arrangement for enforcement by local means and thereby 
secure the active approval of the local authority to ensure 
the law would be enforced. Answering another inquiry, 
Mr. Ede said that there were no special machines for this 


purpose. 


Children’s Hospitals—Replying, on October 18, to Sir Ernest 
GraHAM-LITTLg, Mr. BEvAN reported that no children’s hospital had 
been closed since the coming into operation of the National Health 
Service, although two were no longer used exclusively for children 
The total number of children’s beds available had increased by 
1,278. The number of children’s beds available in general hospitals 
was 16,449 and in special hospitals 23,302. 


Sickness Benefit Claims——Mr. James GRIFFITHS, answering Sir 
WALDRON SMITHERS on October 18, said the steps taken to super- 
vise sickness benefits claims under the National Insurance Acts were 
broadly the same as those followed by the approved societies under 
the old National Health Insurance scheme. They included careful 
scrutiny of claims, sick visiting in selected cases, and the use of the 
Regional Medical Service of the Health Departments to obtain 
second medical opinions in cases of doubt. 


Priority Milk.—Asked on October 19 what percentage of the milk 
supply was going to persons with a doctor’s priority certificate as 
compared with a year ago. Mr. Srracuey said that last winter. the 
percentage was 6.1. The Ministry of Food had not collected statistics 
for this winter yet. The minimum milk supply to hospitals was 
five pints per head per week. A supplier can sell to hospitals extra 
quantities beyond the minimum if he had any surplus after meeting 
the needs of domestic consumers. 


Spectacles.—Mr. BevaN states that about 3,000,000 pairs of spec- 
tacles were on order on September 1, 1949. He reports delays in 
supply of anything up to six months or so, although by no means all 
eases take as long as that. Better supplies are improving the position 
steadily. In the years ended September 1, 1948, and September |, 
1949, 4,500,000 and 9,900,000 spectacles were ordered. 


Food-poisoning Outbreaks—Mr, JOHN Morrison asked on 
October 20 what was the total number of reported cases of food- 
poisoning in each of the years 1945 to 1948 as compared with 1935 
to 1938. Mr. Bevan said he had no information about the number 
of persons affected in each of these years. The following figures 
relate to the number of outbreaks reported. In the years from 1935 
to 1938: 137, 82, 94, and 156; and in 1945 to 1948: 422, 598, 765, 


and 964 respectively. 








The Ministry of Health has informed hospitals that posts for 
pharmacists in the basic grade (assistant pharmacists) may be 
advertised with the salary scale £425 x £25—£525. A reduction 
of £25 will be made for every year below the age of 23. The 
Pharmaceutical Whitley Council is considering the remunera- 
tion of existing staff, and when agreement has been reached 
the terms will be made retrospective to July 5, 1949. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended October 8. [No. 40 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) tland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
retara available. 











































































































, | 1949 1948 (Corresponding Week) 
Disease | 
@ '0%|O|@! ©] @ | ©)|@| 
Cerebrospinal fever .. 37, 4 16 2 1 31; 2] 13} a 1 
Deaths ag 4 f[-|- ' 2 eB. 
Diphtheria .... 84 11; 22) 4 S| 4112, 13] 45) 16 1 
Deaths a a — —|—-|—-|—-} —- | -] al 
Dysentery va ‘a 290; 16) 78) — 2 ad 5; 88) —|— 
Deaths ‘ oo | | —|— a en 
Encephalitis lethargica, | 
acute ae ws 1jj— | — | — | — i—j|— | — | — 
Deaths o = —_— + 
sipelas a re 17 ‘ 3 22} 12 3 
ths oe ate — os 
Infective enteritis or diar- ‘ 
rhoea uader 2 years 107 
ths - ae 36 2 7 9 5 25 4 8 2); — 
Measles* as ‘eid 926, 28, 43) 75| 35) 4,061; 79| 73) 85 
Deathst be = | — | ane th oan ” 
Ophthalmia neonatorum 31 4 3; — 1 63 7) 13)}—|]— 
Paratyphoid fever 18} — Lae — 13) = 3}1 (B)|3(By)| — 
Deaths ‘si a os oe | ome pam fae ft ae | ae | aw | oe | 
Pneumonia, influenzal . . 312} 15 1| — 6] 421; 27) 4 2— 
Deaths (from _influ- 
enza)t ica we 7—|—|—|— 3} — 2; — 1 
Pneumonia, primary .. 133) 21 170} 17 
Deaths ae ee 137) 18 7| S| 140) 22 a 9 
Polio-encephalitis, acut 34, 4 7;— 
Poliomyelitis, acute .. 340' 49) 6) 3) 2 79) 9 @&— 1 
Deaths$ <a as 17| — 6 1 
Puerperal fever . . ‘ck — 12 -: 8 — 
Puerperal pyrexi ap 1144 19) 6| ft Wf oan} a} 44 —] 
Deaths - be _ _ . 
Relapsing fever cs tae ee a ae tan rd 
Deaths oe 
Scarlet fever .. -» | 1,624, 114) 202) 99) 163] 1,273) 75) 248) 174) 38 
Deaths ea —_|—|— pati, fy Fea 
Smallpox he nd mpm fae fame fmm i ae | ee | | | — 
ths - ch —_|— — 
Typhaid fever .. o< 18) 2 3 1 1 18 1}|— 12} — 
Deaths aa - — —|—|— | — — om | am baa | ax 
Typhus fever ee, Lp Sy FeRy Tey; aes se wren eee | oi 
ths ee _ | _— | ec | esc 
Whooping-cough* in 908 31 | 47 26 41} 2,073 127 64, 48 13 
Deaths —— 5 —}|—/—|— S$ —|— f = 





| 
| 293] 23| 39| 22) 16| 259 33, 38 17| 9 














Deaths (0-1 year) | l 
Deaths (excluding still- 
births -. as 4,124) 567, 529; 147) 112] 4,051; 638) 539) 157) 106 
Annual death rate (per | 
1,000 persons living) 10-6} 9-1 10-9) 9-8 
Live births .. .. | 7,993,1293, 976| 394 235] 8,0201340 1024, 406, 252 
Annual rate per 1,000 | | | 
persons living § .. | 19-6| 24-4 | 20-7| 25-4 
Stillbirths = ia 177; 13) 28 193} 19} 42 
Rate per 1,000 total 
births (including 
stillborn) .. a4 28 - 


























* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
Jeaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 
Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 
number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 
|| Imeludes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 
Poliomyelitis 


Notifications in the week ended October 15 were: poliomyelitis 
418 (340), polio-encephalitis 45 (34). Figures for the Previous 
week are shown in parentheses. There has, therefore, been , 
substantial rise, and it is clear that the curve is following q 
different trend from that of 1947, , 

Multiple cases were reported from the following counties. 
London 68 (53), Bedford 7 (5), Berkshire 4 (6), Buckingham 
2 (2), Chester 7 (5), Cornwall 6 (2), Cumberland 7 (1), Derby 2 
(1), Devon 2 (3), Dorset 10 (7), Durham 4 (2), Essex 39 (31) 
Gloucester 21 (23), Hereford 3 (0), Hertford 11 (4), Huntingdon 
5 (0). Kent 33 (22), Lancaster 32 (24), Leicester 10 (4), Lines. 
Holland 9 (0), Middlesex 18 (30), Norfolk 8 (4), Northampton 
4 (4), Northumberland 3 (0), Nottingham 11 (8), Somerset 9 (6), 
Southampton 10 (4), Stafford 3 (1), East Suffolk 3 (4), Surrey 
14 (8), East Sussex 4 (2), West Sussex 2 (1), Warwick 16 (19), 
Wiltshire 8 (4), East Yorks 3 (2), North Yorks 3 (3), West Yorks 
48 (50), Glamorgan 4 (7). 

In the United States 33,144 cases of poliomyelitis had been 
reported this year up to October 1. The-total for 1948 was 
27,908. For the first time since July 30 there are now fewer 
than 2,000 notifications a week. 


Discussion of Table 


In England ahd Wales there were increases in the notifications 
of scarlet fever 319, measles 146, and dysentery 127, with a 
decrease of 48 in the incidence of whooping-cough. Polio- 
myelitis and polio-encephalitis with increases of 9 and 8, respec- 
tively, reached the highest level of the present outbreak. 

The rise in the incidence of scarlet fever was chiefly in the 
northern section of the country; the largest rise was in York- 
shire West Riding 59. The increased incidence of measles was 
due to a general increase in the northern counties ; the only 
rise in the south was in Dorset 35. 

Variations in the notifications of whooping-cough were small. 
the largest being a rise of 39 in Yorkshire West Riding. Five 
counties accounted for three-quarters of the total notifications 
of diphtheria: Lancashire 26 (Liverpool C.B. 14), London 11. 
Warwickshire 8, Cheshire 8, and Durham 8. 

Of the 18 cases of typhoid 7 were notified in Bedfordshire. 
Biggleswade R.D. The increase in the notifications of 
dysentery was due to outbreaks in Lancashire, where 217 cases 
were notified (Ince in Makerfield U.D. 111, Abram U.D. 58, 
Hindley U.D. 28). The only other centres of dysentery of any 


importance were London 16 (Kensington 10) and Bedfordshire, - 


Biggleswade R.D. 10. 

In Scotland there were increases in the notifications of 
measles 16 and dysentery 10. The chief centres of dysentery 
were Glasgow 41, Dundee 13, and Lanark county 10. In 


‘Lanark county, where 9 cases occurred in the preceding week. 


4 more cases of paratyphoid B were notified. 

In Eire decreases were recorded in the notifications of 
whooping-cough 40 and diarrhoea and enteritis 13, while an 
increase of 24 was reported for measles. There was a decrease 
of 25 in the notifications of diarrhoea and enteritis in Dublin 
C.B., but a rise occurred in the remainder of the country. The 
rise in the incidence of measles was contributed by Waterford 
C.B., where the notifications rose from 24 to 42. 

In Northern Ireland there was a rise of 59 in the notifications 
of scarlet fever, and there were decreases in the incidence of 
whooping-cough 24 and measles 10. In Belfast C.B. the 
notifications of scarlet fever increased by 46. 


Week Ending October 15 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,844, -vhooping-cough 
875, diphtheria 85, measles 992, acute pneumonia 354, cere- 
brospinal fever 29, dysentery 179, paratyphoid fever 13, 
typhoid fever 14. The notifications of acute poliomyelitis, 418, 
and acute polio-encephalitis, 45, reached a new high level and 
were 78 and 11 respectively above the previous highest return 
of this year. 
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Honorary F.A.CS. : 
sir James Learmonth, Professor of Surgery at Edinburgh 


University, has been made an Honorary Fellow of the American 
College of Surgeons. The ceremony was performed at the end 
of the 35th Congress of the College. 


British Trust for Social Studies 

The purpose of this Trust is to encourage social research of 
scientific and practical importance by making small grants for 
particular projects. The recipient of a grant will be expected 
to produce within an agreed period a paper of 5-7,000 words 
setting out the results of the research in a way that can be 
understood by intelligent non-technical readers. The material 
presented must be original or based on sources not readily 
accessible to such readers. The papers so produced will be at 
the disposition of the Trust for publication, but any payment 
accruing from publication will be remitted to the author of the 
paper. Importance is attached to the style of presentation, the 
need for lucidity of expression, and the avoidance of unneces- 
sary technical terms or mathematical refinements. Applicants 
must submit a specimen of their written work, published or 
unpublished. Grants will not normally be made to those who 
can carry out the research in the course of their regular work ; 
they are intended to help the freelance investigator and those 
who are well placed for social observation but who would have 
to work up the material in their spare time. Grants will be 
for not less than £20. Application forms may be obtained (by 
post only) from Miss Marion Nuttall, Secretary, British Trust 
for Social Studies, 16, Queen Anne’s Gate, London, S.W.1. 


Royal College of Obstetricians and Gynaecologists 

The Royal College of Obstetricians and Gynaecologists has 
arranged postgraduate courses of advanced lectures for those 
studying the special practice of obstetrics and gynaecology 
to be given in the College House (58, Queen Anne Street, 
London, W.) on November 4 and 5, and November 18 and 
19. The lectures have been arranged as follows : first course, 
Friday, November 4, 12 noon, Mr. Leslie Williams, “ Post- 
operative Venous Thrombosis”; 3 p.m., Professor J. F. 
Cunningham, “Secondary Abdominal Pregnancy”; 5 p.m., 
Mr. John Howkins, “ Mayo’s Vaginal Hysterectomy in the 
Treatment of Prolapse”; Saturday, November 5, 9.45 a.m., 
Dr. Graham M. Bull, “ Treatment of Anuria”; 11.30 a.m., 
Mr. D. H. MacLeod, “ Endometriosis.” Second course, Friday, 
November 18, 12 noon, Dr. A. Rae Gilchrist, “ Heart Disease 
in Pregnancy”; 3 p.m., Mr. Hugh C. McLaren, “ The Meno- 
pause”; 5 p.m., Sir William Gilliatt, Miss Josephine Barnes, 
and Mr. J. A. Stallworthy, “ Any Questions ?”; Saturday, 
November 19, 9.45 a.m., Mr. Stanley A. Way, “ Advances in 
the Treatment of Carcinoma of the Female Genital Tract” ; 
11.30 a.m., Professor C. H. G. Macafee, ““ Hydramnios.” The 
fees are: course of ten lectures, £3 3s.; one week-end course, 
November 4 and 5, or November 18 and 19, £2 2s.; single 
lecture, 10s. 6d. Tickets, without which there is no admission, 
are obtainable from the secretary. 


International Health Control 

The Public Health Committee of the Brussels Treaty Per- 
manent Commission. which includes representatives of Britain, 
Belgium, France, Holland, and Luxembourg, held its fourth 
session in Luxembourg on October 11-13. The committee 
decided on January 1, 1950, as the date by which regulations 
should be put into force to enable the five countries to be 
treated as a single territory for the public health control of sea 
and air traffic. 


Correction of Medical Register ’ 

Voting papers for the forthcoming election of one member 
of the General Medical Council to represent the registered 
medical practitioners resident in England were issued on 
October 25 to all practitioners having registered addresses in 


England. The authorities of the Council would be glad if any 
such practitioner who has not received a voting paper would 
communicate immediately with the office of the Council (44, 
Hallam Street, London, W.1), whether or not he proposes to 
vote in the election, in order to ascertain that his address is 
correctly entered in the Medical Register. 


Special Diets for Invalids 

The Ministry of Food announces that patients suffering from 
acute or convalescent steatorrhoea (including coeliac disease 
and tropical sprue) who are entitled to half-cream National 
dried milk may, if they wish, take half-cream proprietary 
infant milk food instead. The maximum allowance remains at 
one tin a week. 


Photographic Exhibition at Bristol 

The exhibition of medical photography held by the Medical 
Group of the Royal Photographic Society in July in London has 
been transferred to the Royal Infirmary, Bristol, where it will 
be on view from October 31 to November 12 from 10 a.m. to 
5 p.m., and on Saturdays from 10.a.m. to 1 p.m. The exhibi- 
tion was reviewed in the Journal of July 9 (p. 93). The object 
of the Medical Group, whose chairman is Sirf Cecil Wakeley, 
P.R.C.S., is to promote the use and advancement of photo- 
graphy in all branches of medical science. The exhibition is 
being held at Bristol under the auspices of Professor Milnes- 
Walker. 


The Osler Club 

A meeting of the Osler Club was held on October 21 at the 
Wellcome Research Institution, London, through the courtesy 
of Dr. C. H. Kellaway, F.R.S., Director of the Institution. A 
paper on “ Jenner—Author and Letter Writer” was read by 
Mr. W. R. Le Fanu, librarian of the Royal College of Surgeons. 
Jenner considered himself a dilatory letter-writer, but Mr. Le 
Fanu was able to quote from a number of his letters showing 
how keen were his powers of observation as a naturalist and 
how delightful his style in describing minutely what he observed. 
After the publication of the Inquiry in 1798 Jenner had written 
five successive pamphlets recording subsequent experiments and 
improvements in technique and explaining the apparent failure 
of vaccination in some cases. Professor G. S. Wilson, of the 
Public Health Laboratory Service, spoke of the effect of 
Jenner’s work on subsequent developments in preventive medi- 
cine. The importance of controlling the spread of infection 
had been understood long before the causative agent was dis- 
covered. Pasteur’s realization of the mechanism of vaccination 
had led him to work on chicken cholera and anthrax and to the 
establishment of the principle that the pathogenic properties of 
a virus could be attenuated. Professor Wilson mentioned the 
doubts which have arisen in recent years about the efficacy 
of vaccines in certain infectious diseases, and he emphasized 
the need for full-scale field trials of B.C.G. Vaccination was 
not something to be accepted in every disease just because it 
had proved so successful in the case of smallpox. Jenner had 
been fortunate in having discovered a perfectly attenuated virus. 
Dr. E. A. Underwood, Director of the Wellcome Historical 
Medical Museum, pointed out that Jenner’s work had a scien- 
tific background. He was not the discoverer of vaccination— 
others had preceded him—but he had started out with the 
intention of establishing a permanent working principle, based 
upon experiment. He had appreciated that protection could be 
passed on from one to another. Dr. Underwood briefly 
described the Wellcome Historical Medical Library, which was ~ 
then opened for inspection. Among the books exhibited were 
a collection of mediaeval manuscripts, books on the Great 
Plague of 1665, and some early herbals. Harvey’s De Motu 
Cordis, 1628, was displayed beside a well-printed Russian 
translation of the same work published by the Soviet Academy 
of Science as recently as 1948. 


Wills 

Dr. Henry Richard Belcher Hickman, for many years lecturer 
in physiology at Bristol University, left £25,135. Dr. George 
Edward Walker Henderson, formerly of Scone, Perthshire, left 
£17,317. Dr. Robert Gordon Strange, of Hampstead, N.W.3, 
left £24,992. 
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COMING EVENTS 


University College Hospital 

The annual meeting of University College Hospital will 
he held at University College Hospital Medical School, Uni- 
versity Street, London, W.C., on Tuesday, November 1, at 
5.30 p.m., when the chairman of the board of governors, 
Major-General Sir Harold Wernher, will present the annual 
report of the activities of the hospital, including St. Pancras 
Hospital and the Hospital for Tropical Diseases. Members of 
the public are invited to attend the meeting. 


Royal London Homoeopathic Hospital 

A reception to commemorate the centenary of the Royal 
London Homoeopathic Hospital will be held in the Great 
Hall, B.M.A. House, Tavistock Square, London, W.C., on 
Wednesday, November 2, at 8.30 p.m. 


Electronic Instruments 


A symposium on electronic instruments in research and 
industry will be held by the Scientific Instrument Manufacturers 
Association on November 2-4 at the Examination Hall, 8-11, 
Queen Square, London, W.C.1. Particulars may be obtained 
from the association at 17, Princes Gate, London, S.W.7. 


Maudsley Lecture 

_The twenty-fourth Maudsley Lecture will be delivered by 
Or. W. Grey Walter before the Royal Medico-Psychological 
Association at the Royal Society of Medicine, Barnes Hall, 
1, Wimpole Street, London, W., on Thursday, November 3, at 
2.15 p.m. His subject is “ The Function of Electric Rhythms 
in the Brain.” Psychiatrists and other medical practitioners, 
psychologists, and members of the legal profession, teachers, 
ind students, and all interested are invited to attend the lecture. 
Admission is without ticket. 


Welsh Region Consultants and Specialists 

The annual meeting of all the consultants and specialists in 
the Welsh Hospital Region will be held at the Cardiff Royal 
Infirmary on Sunday, November 6, at 2.30 p.m. The main 
business of the meeting will be to consider the report of the 
honorary secretary on the activities of the regional committee 
for the past year and the report of the representatives of the 
committee on the Central Consultants and Specialists Com- 
mittee. The meeting will also re-elect the regional committee 
for the ensuing year. 


Conference on Health Education 

The Central Council for Health Education will hold a con- 
ference at the Central Hall, Westminster, London, S.W.1, on 
November 8-9. It will be opened by Lord Woolton, president of 
the Central Council, and will be on the objects and methods of 
health education. The conference fee is 21s., and information 
may be obtained from the Central Council at Tavistock House, 
Tavistock Square, London, W.C.1. 


Guild of Hospital Librarians 


The Guild of Hospital Librarians will hold a conference 
on “The Hospital Librarian in the Children’s Ward” at 
Chaucer House, Malet Place, London, W.C.1, on November 9 
at 2.30 p.m. Dr. Letitia Fairfield will be in the chair. Particu- 
lars may be obtained from the honorary secretary of the guild 
at the Central Library, Bexleyheath, Kent. 


Lewisham Hospital Group 

The Lewisham Group Hospital Management Committee will 
hold a meeting at Lewisham Hospital on November 11 at 
7.30 p.m. to, make public the activities of the group. The 
chairman will describe the group’s work during the period 
July 5 to December 31, 1948, and there will be opportunity 
for questions and discussion. 


S.E. Metropolitan Regional Tuberculosis Society 

A general meeting of the South-East Metropolitan Regional 
Tuberculosis Society will be held at Grove Park Hospital, 
Marvels Lane, Lee, S.E., on November 12, at 10 for 10.30 
a.m., when papers will be read by Dr. M. N. Nagley, Dr. G. 





Beven, and Mr. Alistair Gunn. There will also be a demon- 
stration of mass miniature radiography films. The Clinica} 
meeting will be followed by the annual general meeting » 
3 p.m. 


Psychological Films 

The Scientific Film Association will hold a symposium op 
“Problems in Making Psychological Films” at the Wellcome 
Foundation Institute, 183, Euston Road, London, N.W.1, op 
November 16 at 7 p.m. Colonel B. Ungerson will be in the 
chair. Admission will be by ticket only, which can be obtaineg 
from the association at 4, Great Russell Street, London, W.C 


Empire Rheumatism Council 

The Empire Rheumatism Council has arranged an autumn 
week-end postgraduate course to be held at the Apothecaries 
Hall, Blackfriars Lane, Queen Victoria Street, London, E.C., on 
Friday, Saturday, and Sunday, November 18, 19, and 20, with 
the following programme : November 18, 4.30 p.m., Dr. W. S.C. 
Copeman, “ Recent Advances in the Treatment of the Rhev- 
matic Diseases”; 5.30 p.m., Dr. G. D. Kersley, “ Geut” 
November 19, 10 a.m., Dr. F. Dudley Hart, “ Spondylitis”: 
11.15 a.m., Dr. H. J. Gibson, “ Pathology of the Rheumatic 
Diseases”; 2 p.m., Dr. E. G. L. Bywaters, “ Juvenile Rhev- 
matism ” ; 3 p.m., Dr. W. S. Tegner, “ Rheumatoid Arthritis— 
Recent Developments ” ; 4.30 p.m., Dr. Oswald Savage, “ Non- 
articular Rheumatism.” November 20, 10 a.m., Dr. Hugh 
Burt, “ Physical Methods in the Treatment of the Rheumatic 
Diseases ”; 11.15 a.m., Mr. W. D. Coltart, ““ Orthopaedic Aspects 
of the Rheumatic Diseases.” The fee for the course is £2 2s.. 
and entries (limited to 100) must reach the general secretary of 
the council, Tavistock House North, Tavistock Square, London. 
W.C.1, at least one week before the course opens. 


SOCIETIES AND LECTURES 


Monday 


Lonpon Untversiry.—At University College (Chemistry Theatre), 
Gower Street, London, W.C., October 31, 5.15 p.m., “The 
Chemistry of the Transuranics and Other Newly Discovered 
Elements,” by Professor H. J. Emeleus, F.R.S. ; 

Lonpon University.—At Westminster Medical School (Meyerstein 
Lecture Theatre), Horseferry Road, London, S.W., October 31 
5.30 p.m.,“ The Indispensability of Biologically Labile ae 
Groups in the -, and ag ene Ne : by Professor V. 
Vigneaud (Cornell University ical College). 

Untenaere Co.tece, Gower Street, London, W.C.—October 31. 

4.45 p.m., “ Technique and Applications of Tissue Culture,” by 

Dr. Charity Waymouth. . 

Tuesday 


Doncaster MepicaL Society.—At Parkinson’s Café, Doncaster, 
November 1, “ Puerperal Fever,” by Dr. W. Lomax, preceded by 
dinner at 7.45 for 8 p.m. Joint meeting with Doncaster Division 
of 

INSTITUTE OF DermaToLocy, 5, Lisle Street, Leicester Square. 
London, W.C.—November 1, 5 p.m., “ Arsenic and the Skin. 
by Dr. W. J. O’Donovan. 

INSTITUTE OF LARYNGOLOGY AND OrToLoGy, 330, Gray’s Inn Road. 
London, W.C.—November 1, 2.15 B* “ The Respiratory Tract 
in Infectious Diseases,” by Dr. E. H. R. Harries. 


Wednesday 


Lonpon County Mepicat Society.—At Whittington Hospital, High- 
gate Hill, N., November 2, 3 p.m., clinical meeting. ; 
Lonpon UNiversiry.—At Westminster Medical School! (Meyerstein 
Lecture Thea're), Horseferry Road, London, S.W., November 2, 
5.30 p.m., “ The Indispensability of Biologically Labile Methyl 
Groups in the Diet and Transmethylation,” by Professor V. du 

Vigneaud (Cornell University Medical College). 

Roya InstITUTE OF PusLic HeaLTH aND HyGtene, 28, Portland 
Place, London, W.—November 2, 3.30 p.m., “ The Preparation oj 
Foud for Human Consumption,” by Dr. A. G. G. Thompson. 

Royat Microscopicat Society, B.M.A. House, Tavistock Square, 
London, W.C.—November 2, 6 p.m., meeting of Biological Section, 
“ Inexpensive Phase Microscopy,”” by Dr. G. A. Harrison and Mr. 
M. G. L. Curties. 

SociaL PsycHOTHERAPY CENTRE, 7, Fellows Road, London, N.W.— 
November 2, 5 p.m., “ Instructional Group Psychotherapy, I,’’ by 
Dr. E. N. Snowden. y ; 

Society ®F Pustic Anatysts.—At Chemical Society, Burlington 
House, Piccadilly, London, W., November 2, 6.45 p.m., ordinary 
meeting. ‘ Sume Recent Advances in Water Examination,” short 
contributions on this subject by Messrs. J. H. Hamence, C. B 
Taylor, Roy C. Hoather, G. U. Houghton, and J. E. Houlihan. 
A discussion will follow. 
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Thursday 
or HomoeopatHy.—At Royal London Homoeopathic 
Papal, Great Ormond Street, London, W.C., November 3, 
5 pm.“ Homoeopathic Experiences at Home and Abroad,’ by 
Dr. Q. Muriel F. Adams. re 
HONYMAN GILLESPIE LecturE.—At Anatomy Theatre, University 


New Buildings, Teviot Place, Edinburgh, November 3, 5 p.m., 

“G.P1.: Its Juvenile and Senile Types,” by Dr. R. M. Stewart. 

TITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square, 

London, W.C.—November 3, 5 p.m., “ Nutritional Disorders of 
the Skin,” by Dr. B. Russell. ; 

INSTITUTE OF LARYNGOLOGY AND OroLocy, 330, Gray’s Inn Road, 
London, W.C.—November 3, 2.15 E. “* The Surgical Treatment 
of Otosclerosis,” by Dr. 1. Simson Hall. aa ; 

LonpoN University.—At Royal Society of Medicine, 1, Wimpole 
Street, London, W., November 3, 5 p.m., “ Tonsillar Function: 
A Review of the Evidence,” Semon Lecture by Mr. A. J. Wright 
(University of Bristol). : 

RoyaAL Mepico-PsYCHOLOGIcAL AssociaTion.—At Royal Society of 
Medicine, Barnes Hall, 1, Wimpole Street, London, W., November 
3, 2.15 p.m., “ The Function of Electrical Rhythms in the Brain,” 
34th Maudsley Lecture by Dr. W. Grey Walter. 

SocIETY FOR CULTURAL RELATIONS WITH THE U.S.S.R.—At University 
of London Institute of Education, Malet Street, W.C., November 
3, 7.30 p.m., “ Pavlov, Scientist and Man: His Place in the History 
of Civilization,” by Mr. J. G. Crowther. 

Sr. GeorGce’s Hospirat Mepicat Scuoot, Hyde Park Corner, 
London, S.W.—November 3, 4.30 p.m., lecture-demonstration : 
“ Neurology,” by Dr. A. Feiling. 

WreEXHAM AND District CLINICAL SociETy.—At Wynnstay Hotel, 
Wrexham, November 3, “Some Reflections from an Allergy 
Clinic,” by Dr. Cyril Clarke. Preceded by dinner at 7.30 p.m. 


Friday 

MaipA VALE HosPITAL FOR Nervous Diseases MEDICAL SCHOOL, 
Maida Vale, London, W.—November 4, 5 p.m., clinical demonstra- 
tion by Dr. Russell Brain. 

RoyaL INSTITUTION, 21, Albemarle Street, London, W.—November 4, 

p.m., “ The Dimensions of Animals and their Muscular 
Dynamics,” by Professor A. V. Hill, F.R.S. 

RoyaL INSTITUTE OF PHILOSOPHY, 14, Gordon Square, London, 
W.C.—November 4, 5.15 p.m., “ Neutral Monism and _ the 
Philosophy of Nature,” by Professor H. H. Price. 

RoyaL Mepicat Society, 7, Melbourne Place, Edinburgh.— 
November 4, 8 p.m., “‘ The Aetiology and Treatment of Ulcerative 
Colitis,” by Mr. C. W. Mercer. 

SocieTY OF ANAESTHETISTS OF SoutH Wates.—At Park Hotel, 
Cardiff, November 4, 7 p.m., dinner-meeting. Address by Dr. 
John Gillies. 

University CoLiece, Gower Street, London, W.C.—November 4, 
5.15 p.m., “ Transmission of Excitation in Nerve and Muscle,” by 
Dr. Bernhard Katz. 

Saturday 


INSTITUTE OF LARYNGOLOGY AND OTOLOoGy, 330, Gray’s Inn Road, 

- London, W.C.—November 5, 11.15 a.m., “‘ Examination and Treat- 

ane of Children, particularly those of School Age,” by Mr. Henry 
ors ‘er. 

INSTITUTE OF OBSTETRICS AND GYNAECOLOGY.—At Postgraduate 
Medical School of London, Ducane Road, W., November 5, 
11 a.m., “ Puerperal Infection,” by Dr. A. M. Ramsay. 

York Mepicat Society.—At 17, Stonegate, York, November 5, 
8.30 p.m., “ Some Diseases of the Skin of Interest to General 
Practitioners,” by Dr. H. W. Barber. 


APPOINTMENTS 


Lord Nathan of Churt has been appointed a Crown Representa- 
tive on the General Medical Council. 
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BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS ° 

Anderson.—On October 13, 1949, to Doris (née Twiddy, S.R.N., S.C.M.), wife 
of Dr G. Anderson, 192, Hawthorn Road. Birmingham, 22C., a son. 

Blench.—On October 8. 1949, at the Queen Elizabeth Hospital. Birmingham, 
to Dr. Pearl Blench (née Evans) and Dr. Athelstan Blench. a daughter. 

Barchill.—On October 19, 1949, to Mrs. K. Burchill (née Birkhead), wife of 
Dr. K. Burchill. 132, Moorside Road, Davyhulme, Manchester, a daughter. 

Clements.—On October 14, 1949, to Megan, wife of Dr M. W. L. Clements, 
149, Warwick Road. Kenilworth, a son. 

Geddie.—On October 9, 1949. at Rubislaw Nursing Home, Aberdeen, to 
Margaret (née Cook), wife of Dr. John M. Geddie, a daughter. 

Markowe.—On October 15, 1949, at Garrett Anderson Maternity Home, to 
Helen (née Teff), wife of Morris Markowe, M.D., a daughter—Lesley. 


MARRIAGE 
Scott—Witson.—On October 1, 1949, at All Saints Church, Gosforth, Newcastle- 
upon-Tyne, Cedric Mathieson Scott. M.B.. BS, of Hartlepool, to Gwendoline 
Doxford Wilson of Fawdon Park, Newcastle-upon-Tyne. 


DEATHS 

Cassidy.—On October 22, 1949, at 42, Montagu Square, London, W., 
Sir Maurice Alan Cassidy, G.C.V.O., C.B., MD., FRCP. 

Hawthorne.—On October 24, 1949, at 113, New Church Road. Hove, Charles 
Oliver Hawthorne. M D.. D.Sc., LL.D., F.R.C.P., late of 63, Hatley Street, 
London, W. ' 

Woods.—On October 23, 1949, at 5, Albert Terrace, Douglas, Isle of Man. 
Lionel Dudley Woods, O.B.E., L.R.C.P.&S.I., aged 63. 


Any Questions ? 








Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Amphetamine Sulphate 


Q.—(a) What are the toxic effects of amphetamine sulphate ? 
Can these arise with normal dosage? Are any risks associated 
with long-continued use of moderate doses? (b) Is amphet- 
amine sulphate desirable as a slimming agent? Is it better or 
safer than thyroid? Should not all slimming be done by the 
control of intake of food alone? 


A.—(a) The common toxic effects of amphetamine sulphate ~ 
are: restlessness, insomnia, and irritability ; palpitation, extra- 
systoles, and rarely a persistent rise in blood pressure ; dryness 
of the mouth, anorexia, and flatulence. These symptoms may 
be experienced to a mild extent, even with moderate dosage, 
by some individuals who are peculiarly sensitive to the drug, 
but subside as soon as it is withdrawn. There is little risk 
associated with long-continued administration of moderate 
doses. The danger of inducing or aggravating hypertension 
by its use is very slight, though the drug should probably be 
avoided by hypertensive subjects and by those suffering from 
coronary disease and cardiac arrhythmias. A very few unstable 
individuals who have experienced the euphoria which amphet- 
amine induces may be tempted to increase the dose and thus 
develop an addiction with chronic hyperexcitability alternating 
with melancholia. As tolerance and severe craving are not 
features of the addiction, withdrawal is easy. The usual dose 
in the treatment of obesity is 5 mg. three times a day before 
meals, but if the last dose is taken later than 4 p.m. sleepless- 
ness may result. i 

(b) Amphetamine and thyroid act quite differently in assisting 
weight-reduction: the former diminishes the desire for food 
and so helps a patient to avoid eating more than has been 
prescribed ; the latter stimulates metabolism and thus increases 
the rate of combustion of food. Neither is dangerous. if it is 
properly prescribed and the patient is supervised while taking 
it. The evil effects of overdosage with thyroid are more serious 
than those produced by overdosage with amphetamine, and 
last longer after withdrawal of the drug. The majority of people 
lose weight satisfactorily on a sub-caloric diet alone without 
the need to prescribe either drug, which should never be used 
as a substitute but only as an adjuvant to dieting. Properly 
employed, however, both drugs may be valuable in certain 
cases. Amphetamine may be useful, particularly in the early 
stages of treatment, for patients who complain of extreme 
hunger and depression as the result of a low-calorie diet ; 
whereas thyroid is more valuable in the later stages of treat- 
ment, when the weight loss due to careful dieting may become 
unduly slow owing to the reduction in metabolic rate which 
invariably occurs on low-calorie intakes, and which is shown 
in its greatest degree in the completely fasting individual. 


Chemical Sympathectomy 


Q.—What exactly is “ chemical sympathectomy”? To whar 
extent and in what kind of cases can it replace surgical sympa- 
thectomy? Does it ever provide a form of therapeutic test 
which would indicate the need for sympathectomy ? 


A.—Sympathetic nerve impulses may be temporarily inter- 
rupted, either locally by procaine injection of the ganglia and 
nerve trunks or, generally, by systemic administration of auto- 
nomic ganglion blocking agents such as tetraethylammonium 
bromide. In peripheral vascular thrombosis or embolus, sympa- 
thetic nerve block, by releasing vascular tone in the collateral 
circulation, may prove a valuable adjunct in conservative treat- 
ment. By similar vasodilator action, procaine block gives an 
indication of the benefit to be expected from surgical sympa- 
thectomy in such diseases as thrombo-angiitis obliterans, the 
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response being poor when the obstruction is largely organic 
and involves the whole vascular tree. In the sympathetic 
dystrophies, such as causalgia and painful phantom limb, 
dramatic relief of pain may follow procaine block, the bene- 
ficial effect long outlasting the period of chemical action. For 
details of injection technique the larger works must be con- 
sulted, and it is advisable to practise first on the cadaver, using 
coloured injection solutions, since sympathetic trunks lie in 
contact with several vital structures. 

In assessing the probable response of the hypertensive patient 
to sympathectomy, the “ sodium amytal ” sedation test is prefer- 
able to any measure more directly aimed at interference with 
sympathetic activity. When the aim of treatment is interrup- 
tion of the renal shunt mechanism as in the management of 
some cases of anuria, spinal analgesia is probably the easiest 
method of producing temporary bilateral sympathetic denerva- 
tion of the kidneys. Tetraethylammonium bromide can be 
given intramuscularly to bed patients only and blocks all auto- 


“nomic ganglia. It produces, amongst other effects, postural 


hypotension. Good results are claimed for its use in Buerger’s 
disease and causalgia, and it has been used with some success 
in the, treatment of pre-eckamptic toxaemia of pregnancy. Work 
in this field, however, must still be regarded as being in the 
experimental phase. 


Breathing through a Closed-circuit Apparatus 


Q.—The use of the closed circuit and absorption of carbon 
dioxide entails gross interference with the normal mixture of 
gases in the pulmonary alveoli. Is this harmful? What are 
the subjective sensations when the closed-circuit atmosphere 
without any anaesthetic agent is breathed for, say, an hour? 


A.—So long as the patient breathes spontaneously, the use 
of an efficient closed-circuit apparatus entails no “ gross inter- 
ference with the normal mixture of gases” in the alveoli. In 
fact, this method reproduces conditions of normal respiration 
more faithfully than any other form of administration. Since 
practically all the exhaled carbon dioxide is removed, the 
inspiration contains only the minutest quantity of this gas, as 
is the case in normal life. Resistance to breathing in a well- 
designed apparatus should be so small as to have no observable 
effect. 

In order to answer the last part of the question the writer 
himself breathed from a Coxeter-Mushin absorber for an hour. 
A colleague made frequent observations of the pulse rate, the 
character of respiration, and the colour and condition of the 
skin. The only subjective symptoms were the discomfort of 
the mask pressure on the face (necessary to obviate leakage), 
the initially unpleasant smell of rubber, a slight but not un- 
comfortable sense of warmth, and a sense of great boredom 
during the proceedings. The pulse remained steady at 60, and 
the respirations were rather shallow with an occasional deep 
breath. At the end of the experiment no after-effects whatever 
were observed, normal activities being immediately resumed. 


Progesterone Treatment of Rheumatoid Arthritis 


Q.—Has progesterone proved effective in rheumatoid 
arthritis? What is the usual dosage, and what is the 
rationale of this treatment? 

A.—Progesterone has been used experimentally in the treat- 
ment of rheumatoid arthritis, but conflicting reports have been 
received regarding its efficacy. Probably it is capable of pro- 
ducing some improvement in certain cases. No standard dosage 
has been laid down. The rationale is based on the observed 
fact that sufferers from this disease are often much benefited 


if they become pregnant. Progesterone is the chief ovarian . 


secretion in the latter part of pregnancy. 


Clonorchiasis 

Q.—What is the treatment of clonorchiasis ? 

A.—Treatment of clonorchiasis is often unsatisfactory. 
Gentian violet and sodium antimony tartrate are the drugs 
of choice ; chrysotherapy is of very doubtful value. In resistant 
cases it might be worth while trying the effect of emetine in 
view. of this drug’s action against other trematodes. 


> 


Cord Round the Neck 


Q.—A woman aged 29 was delivered of a stillborn chilg pS 
full term. Death was apparently due to the cord being looped 
three times round the neck. The patient is now pregnant again 
Is there a greater liability than in other cases of the Same 
complication occurring ? 


A.—Cord round the neck which, as the head d 
tightens to such an extent as to interfere with foetal circyla. 
tion can certainly cause stillbirth. It is, however, a rare Cause 
of foetal death and a chance occurrence which is not special}, 
liable to recur in any one case. If other causes for the stillbirth 
have been excluded the patient can be reassured. 


Pruritus 


Q.—Is there any treatment for severe pruritus of the Scalp’ 
The itching is worst after the patient has been in bed half ap - 
hour and on rising in the morning. The scalp is clean and free 
from rash or parasites, nits, or swollen glands. 


A.—lIn the absence of general vascular or metabolic disease. 
pruritus capitis, like pruritus ani, is generally nervous in origin 
Perchloride of mercury (1 in 1,000) in spirit and water with 
fractional doses of x rays locally, and phenobarbitone } to 4 gr 
(16 to 32 mg.) internally, are suggested. Rubbing and scratch- 
ing and vigorous treatments are to be avoided. Gentle washing 
once or twice a week should be sufficient to keep the scalp 
clean. 


NOTES AND COMMENTS 


Glasses in Myopia.—Dr. D. Prigsttey SMITH (Birmingham) 
writes: I am glad to see what Mr. A. Seymour Philps says (October 
8, p. 824). After many years of ophthalmic practice I am satis. 
fied that in myopes of moderate degree glasses are needed only fo: 
the definition which they give at the time: that is to say, glasses do’ 
not prevent myopia from increasing, and there is no need, on that 
score, for them to be worn all the time. Many boys and girls only 
need them in the class-room so as to read the blackboard. Other 
choose to keep them on all day so as not to miss the details of the 
world around them. But, as regards the welfare of the eyes, it does 
not matter which they do.. In high myopia the question does*ner 
arise, for the patient cannot do anything without his glasses. ¥ 


Threadworms in Infants.—Dr. W. R. Coxe (Bristol) writes: You:- 
answer in “ Any Questions ? ” (September 17, p. 661) on treatmen: 
of threadworms, wherein you advise even hospital admission in orde; 
to administer the gentian violet capsules, would hardly be well 
received by those responsible for allotting hospital beds. Treating 
this condition in my own critical household, I successfully deceived 
the young patient (who had already bitten one, and so tasted and 
seen the rather frightening result) by concealing the capsule in a 
soft-centred sweet. I have often advised this since, but unfortunately 
the older child usually discovers this after a few times. Surprisingly. 
you did not mention “ diphenan ” 74-gr. (0.5-g.) tablets (one-quarter 
tablet t.d.s. for ages under 2 years), which are quite tasteless and 
crushed with sugar will deceive all, the only snag being the castor 
oil recommended at the end of the week’s course. 


Corrections 

Dr. Stuart LaimpLtaw (Glasgow) writes: In your issue ol 
October 8 (p. 808) you state in the paragraph of the second 
column commencing “ Dr. Stuart Laidlaw (Glasgow)” that the 
waiting-list for sanatorium beds is 16,000 in Glasgow. This should 
have read 1,600. 

A printer’s error caused the name of the new president of the 
Medical Defence Union, Mr. Ivor Back, to be printed as Mr. Ivor 
Black in the Journal of October 1 (p. 752). 
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